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Thesis Abstract 
This thesis focuses on increasing understanding around mindfulness-based interventions; in 
relation to their effectiveness and the continuation of practice post intervention. A review of 
the literature considers the role of mindfulness-based interventions in the cultivation of 
empathy. The review speculates the clinical implications of nuances in techniques, along with 
length and frequency of practice in different interventions. It is acknowledged that there is a 
large amount of research demonstrating the effectiveness of mindfulness-based interventions. 
However, there is limited research considering some of the difficulties in applying the 
techniques learned post intervention. A study was conducted to develop an understanding of 
which factors hindered or facilitated the development of a mindfulness practice following an 
intervention. Using a grounded theory approach the interaction between supportive factors 
and barriers to practice are discussed. It is highlighted that many individuals find 
implementing a mindfulness practice challenging, particularly outside of a group setting. 
Practical recommendations for clinical practice post intervention are provided.  
A reflection from a narrative perspective considers the research journey along with personal 
and professional implications.  
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Abstract 
Background: Mindfulness is thought to be beneficial to both physiological and psychological 
health, but so far the research has not established whether there is an association between 
mindfulness practice and increased levels of empathy.  
Objective: To review the literature on mindfulness-based interventions and consequential 
impact on levels of empathy. 
Methods: A literature search was conducted to identify relevant articles. These articles were 
then assessed using critical appraisal tools. 
Conclusions: It is not clear from the research if the use of mindfulness-based interventions 
effectively leads to an increase in empathy. It appears that the relationship may be more 
complex and changes in empathy may depend on a number of factors such as personality 
traits, dedication to independent practice and, potentially, the length of practice. 
Key words: mindfulness, MBSR, MBCT, empathy, mindfulness literature review  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
This paper has been written with the aim of publication in the academic journal Mindfulness, 
Springer US, ISSN 1868-8527.  
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1. Introduction  
1.1. Mindfulness 
Mindfulness is often defined as “paying attention in a particular way, on purpose, in the 
present moment and non-judgmentally” (Kabat-Zinn, 1994, p. 4). Whilst originating from 
Buddhist philosophy and practice, it has in recent years developed secular adaptations. 
Mindfulness skills have been incorporated into a number of healthcare interventions: 
Acceptance and commitment therapy (ACT) (see Hayes, Strosahl, & Wilson, 1999); 
Dialectical behaviour therapy (DBT) (see Linehan, 1993); Mindfulness-based stress reduction 
(MBSR) (see Kabat-Zinn, 1990); and Mindfulness-based cognitive therapy (MBCT) (see 
Segal, Williams, & Teasdale, 2002). However, it is MBSR and MBCT interventions that 
utilise mindfulness as the core component of therapeutic change.  
MBSR contains a number of components and is designed to target the management of stress. 
The intervention is delivered using a group format and done over a series of eight sessions. 
The aim of MBSR is to help clients recognise habitual practices that are maladaptive 
responses to external and internal stressors (Shapiro, Astin, Bishop, & Cordova, 2005). 
Sessions incorporate elements of hatha yoga, sitting meditations and self-directed body scans. 
These practices aid the development of awareness of thoughts, feelings and physical 
sensations whilst applying a non-judgemental approach.  
MBCT is an amalgamation of cognitive behavioural principles and MBSR and is run 
similarly over eight sessions. The intervention was originally designed to support people who 
were experiencing recurrent depression (Segal, Williams, & Teasdale, 2013). Within the 
MBCT context the person is encouraged to observe habitual patterns of rumination and 
manage emotional reactivity. This is done through observing the thought processes and 
recognising thoughts as transient events, as opposed to factual and objective realities. The 
person is also supplied with homework so that what is learned within the group is applied to 
everyday life.  
Numerous empirical studies have evidenced the benefits of mindfulness for physiological and 
psychological health along with interpersonal relations. Research has demonstrated an 
association between mindfulness and a significant increase in subjective wellbeing, an 
increase in positive affect, reduced negative affect, and a decrease in emotional reactiveness 
that may be seen as maladaptive (Brown and Ryan, 2003; Falkenstrom, 2010; Hoffman, 
Sawyer, Fang, & Asnaani, 2012; Koole, 2009). Mindfulness has also been utilised as an 
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intervention in physical health to support people with multiple sclerosis (Mills & Allen, 
2000), cancer (Shapiro, Bootzin, Figuereredo, Lopez, & Schwartz, 2003) and fibromyalgia 
(Weissbecker et al. (2002). Research has also associated mindfulness with improved 
relationships (Baer, 2003; Grossman, Niemann, Schmidt, & Walach, 2004).  
A large amount of the literature in this field has reviewed the effectiveness of mindfulness-
based interventions. Mars and Abbye (2010) reviewed 22 randomised controlled trials, with 
results demonstrating significant improvements across a wide range of clinical and non-
clinical populations. The authors noted that a challenge in this particular field of research is 
the lack of a scientific definition of mindfulness. Further to this, variations in the use of 
standardised interventions and in specific, reliable and validated measures of mindfulness 
reduce the capacity of the research to make accurate interpretations of the data. Keng, 
Smoski, and Robins (2011) conducted a comprehensive review of the effects of mindfulness 
on psychological health. Evidence was reviewed from 1) correlational, cross-sectional 
research, 2) intervention research, and 3) laboratory-based research. The review concluded 
that studies in mindfulness suggest an overall positive impact on psychological wellbeing. In 
particular, mindfulness was associated with improved behavioural regulation, and a reduction 
in emotional reactivity and psychological symptoms. The authors also highlight the challenge 
of defining mindfulness as a construct and the need for improved construct validity in 
measures of mindfulness. Later reviews moved from studying the general impact of 
mindfulness on psychological and physical wellbeing to exploring more specific factors and 
extending the research to different populations. Randal, Pratt, and Bucci (2015) conducted a 
systematic review of 32 studies looking at the relationship between mindfulness and self-
esteem. A significant positive correlation between mindfulness and self-esteem was found in 
15 cross-sectional studies, with themes of non-judgement associated with higher levels of 
self-esteem. Of the 17 intervention studies reviewed, 11 found improvements in self-esteem 
following a course of mindfulness. The authors similarly stated that more thorough measures 
of mindfulness were needed to enable further in-depth exploration of all its facets. Whilst 
there is a large amount of research in MBIs (mindfulness-based interventions) in the adult 
population, research with children and adolescence is still in its infancy. Felver, Celis-de 
Hoyos, Tezanos, and Singh (2015) reviewed MBIs in the youth population, focusing on 
interventions within a school setting. The systematic review, which encompassed 28 studies, 
concluded that MBIs were potentially beneficial to young people, but noted that there were a 
number of limitations in the research. Most of the reviewed studies had not used a 
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comparison condition and had not randomly assigned participants to conditions. Felver et al. 
(2015) recommended that future research use random assignment of participants to test 
interventions and active comparison conditions, and also replicate existing interventions as 
opposed to testing new approaches. The limitations discussed in this review reflect some of 
the concerns regarding studies of MBIs in general. Whilst there is a large amount of research 
evidencing the effectiveness of mindfulness as an intervention, caution must be taken in 
interpreting these results. Van Gordon, Shonin, Sumich, Sundin, and Griffiths (2014) 
questioned the methodological quality of these studies. There is also the risk of publication 
bias where small studies, or those with opposite effects, are less likely to be published. Eberth 
and Sedlmeier (2012) stated that there is limited literature regarding any negative effects of 
MBIs. Other research has compared MBIs to other therapies. Khoury et al. (2013) stated that 
whilst MBIs appeared to be effective they did not differ in level of effectiveness from 
cognitive behavioural therapy, behavioural therapies or pharmacological therapies.  
1.2. Empathy 
Empathy is a multidimensional construct that has varied definitions. Empathy may be 
considered in relation to whether a person recognises what another person is experiencing 
and, as a consequence, whether they then experience similar feelings and thoughts 
themselves. Davis (1983) defined empathy through dimensions, considering affective and 
cognitive components. Cognitive empathy may be understood as the ability to identify the 
emotional state of another person, whilst affective empathy is considered to be the ability to 
experience the emotional state of the other person (Davis, 1983). For example, sharing in the 
joy of a friend who has received a promotion, as opposed to feeling envious of the friend. 
Both components are considered to be part of the construct of empathy, but how they may be 
weighted is not clearly defined (Davis, 1996). Further definitions of empathy have identified 
four key components: 1) affective response, 2) self–other awareness, 3) perspective taking 
and 4) emotional regulation (Gerdes, Lietz, & Segal, 2011). Empathy is considered an 
important factor in facilitating social interactions along with the development of social bonds 
and relations (Bird et at., 2010). The ability to empathise with others is a critical skill in 
clinical practice and aids the therapeutic process (Gibbons, 2011). A study by Wagaman, 
Geiger, Shockley, and Segal (2015) suggested empathy may prevent or reduce burnout in 
healthcare professionals, but added that it is beneficial to consider the value of specific 
components of empathy.  
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The literature often refers to empathy and compassion as similar constructs, with limited 
definition or differentiation. Empathy is different from compassion, although there may be 
overlap between the two constructs. Gilbert (2010) defined empathy as a component of 
compassion along with sympathy, motivation/caring, sensitivity, distress tolerance and non-
judgement. Compassion relates to taking a non-judgemental or non-critical approach and 
reacting to others (and oneself) with kindness and the desire to alleviate distress (Klimecki, 
Leiberg, Ricard & Singer, 2013). Compassion relates to empathy in that it is necessary to 
understand a person’s perspective prior to having a desire to act in a compassionate way 
(Birnie, Speca, & Carlson, 2010). Research suggests that compassion has intentional and 
behavioural aspects, in addition to cognitive and emotional components. Strauss et al. (2016) 
specify compassion as different from empathy for three reasons: 1) compassion involves the 
desire to act; 2) different brain regions have been identified for both constructs; and 3) 
compassion is felt in relation to suffering, while empathy relates to a wider spectrum of 
emotions. Considering these differences, the review focused on the construct of empathy and 
excluded studies that did not differentiate between empathy and compassion. 
1.3. Empathy and mindfulness 
Walsh and Shapiro (2006) theorised how the processes and mechanisms of the changes 
associated with mindfulness lead to an increase in empathy. Research exploring the link 
between mindfulness and empathy has varied from studies of mindfulness-based 
interventions to associative studies using self-reports of empathy in meditators versus non-
meditators. A large proportion of the research has focused on healthcare professionals and 
condition-specific populations. Lesh (1970), who conducted one of the early studies into this 
area, assessed the impact of a four-week meditation intervention on trainee counsellors. 
Following the intervention, behavioural observations indicated that participants demonstrated 
increased levels of empathy — in particular, levels of cognitive empathy were greater than 
prior to the intervention. Studies conducted by Beitel, Ferrer, and Cecero (2005) and Wang 
(2007) asked participants to complete self-report tools. The studies’ findings demonstrated a 
positive correlation between levels of empathy and mindfulness practice. Dekeyser, Raes, 
Leijssen, Leysen, and Dewulf (2008) conducted a correlational study looking at mindfulness 
skills and interpersonal behaviour. The study found an association between higher levels of 
empathy and mindfulness observation. Dekeyser et al. (2008) proposed that not all 
mindfulness exercises would lead to changes in empathy levels. Research that looked at 
MBIs and empathy are covered in the main body of this paper.  
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A more recent development is the consideration of the neurobiological processes associated 
with meditation and increased levels of empathy. Neuroplasticity is the term used to describe 
physical changes within the brain’s structure and function as the result of behaviour, 
environment, thoughts and feelings (Pascual-Leone et al., 2011). Studies have demonstrated 
an increase in cortical thickness associated with attention and ability to process information 
(Lazar et al., 2005). Further studies have identified a link between mindfulness meditation 
and changes in the dorsolateral prefrontal area and the anterior cingulate cortex, which are 
areas of the brain associated with empathy (Cahn & Polich, 2006; Shamay-Tsoory, 2011). 
Whilst there is limited evidence related to the neurobiology of mindfulness and empathy, 
initial studies may provide a tentative connection (Winning & Boag, 2015). 
Researchers have explored the association between empathy and mindfulness, with 
inconsistent results. To date, no literature review for mindfulness-based interventions has 
particularly considered their impact on the development of empathy. The purpose of this 
paper is to review the literature on mindfulness-based interventions, identify limitations and 
make recommendations for future research. Interventions included in the review are MBI, 
MBSR and MBCT. Whilst there are differences within these interventions, core concepts 
around mindfulness and its practice remain the same and continue to have mindfulness at the 
core of the intervention. Studies that focused purely on meditation, relaxation or yoga were 
excluded from the review, as the principles of mindfulness were not at the core of the 
intervention.  
2. Methods 
2.1. Search procedure 
A computerised literature search was completed using the following terms: mindful*, MBCT, 
MBSR and empath*. The search terms were entered for “all fields” of articles to allow for 
comprehensive search of articles. Limiters were set to English language and peer-reviewed 
journals.  
A list of the databases searched and the results are shown in table 1. Searches were conducted 
from inception date of the database up to November 2015.  
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Table 1. Database search results 
Search criteria Empath* AND 
Mindful* 
Empath* AND MBCT Empath* and MBSR 
Database Hits Hits Hits 
AMED  11 0 0 
Medline 181 5 9 
Psychinfo 307 5 11 
CINAHL 104 3 8 
Sports Discuss 16 0 2 
Psych Articles 11 1 0 
Web of Science 308 6 11 
Science Direct 1842 68 148 
Cochrane  9 0 0 
 
2.2. Inclusion and exclusion criteria 
Inclusion was restricted to studies that were intervention-based and reported in the English 
language. Articles that tested for an association between mindfulness and empathy but did not 
include an intervention were not included. Mindfulness-based interventions were included 
along with multicomponent interventions such as MBCT and MBSR, where mindfulness was 
the primary intervention. Studies where mindfulness was included but were not the core part 
of the intervention were excluded. Only peer-reviewed articles were included — unpublished 
dissertations, theses and papers were excluded. Interventions with children and adolescents 
under the age of 18 were not included in the review. Studies that did not differentiate between 
the constructs of compassion and empathy, or measure the constructs separately, were also 
excluded. Not many studies highlighted empathy as the main variable of change to be 
investigated. As a result, some studies were located through reading other articles. 
As mindfulness interventions are applied across a breadth of health, psychological and 
occupational arenas, studies recruiting from clinical, non-clinical and professional 
populations were included in the review.  
2.3. Study selection process 
Stage 1: The search generated 3,066 potential studies to be reviewed. Duplicates were 
removed, leaving a total of 2,301 studies. These studies were initially reviewed by study title 
and considered against the eligibility criteria. Studies that did not have an intervention, 
involved children and adolescents, involved non-mindfulness-based interventions, were not 
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peer reviewed or were not relevant were rejected at this stage. A total of 2,041 were excluded 
at this point.  
Stage 2: A total of 260 study abstracts were then reviewed against eligibility criteria, and 
those that did not meet the criteria were excluded. If enough information was not provided 
within the abstract, the article passed to stage three where the full text of the article was 
sourced. Papers were rejected if mindfulness was not the primary intervention or measures of 
empathy and compassion were not clearly defined. A total of 242 studies were excluded for 
these reasons.  
Stage 3: The full text of a total of 28 articles was read in this stage; 17 studies were then 
selected for the final review (see figure 1). Details of the studies are listed in table 2.  
 
 
 
 
   
 
 
 
 
 
 
 
 
 
 
 
  
  
 
 
Figure 1. Study selection flow chart 
Rejections: 
Stage 2 = 232 
Stage 3 = 11 
1) Mindfulness not the main 
intervention 
2) Empathy and compassion 
not clearly defined 
 
 
 
 
Rejections (2,041) 
1) Child/adolescent 
2) Reviews 
3) Non-mindfulness 
based intervention 
4) Theoretical 
applications of 
mindfulness 
4) Not relevant 
 
Stage 3 
 Article Screening = 28 results 
Stage 2 
Abstract screening = 260 results 
Selected papers for final review 
17 
 
 
 
 
Stage 1 
Merged search of databases = 
3,066 results 
Minus duplicates = 2,301 results 
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2.4 Methodological evaluation 
The studies in this review were evaluated using standardised, valid and reliable assessment 
criteria appropriate to the study type. Non-randomised studies and randomised controlled 
trials were evaluated using the Downs and Black Checklist (Downs & Black, 1998). This tool 
can be used to aid the critique and assess the quality of randomised controlled trials and non-
randomised studies (appendix A). Each study is assessed using 27 questions across five 
sections: 1) study quality; 2) external validity; 3) study bias; 4) confounding and selection 
bias; and 5) study power. The criterion validity of the tool was tested through comparison 
with another appraisal tool. The correlation for the assessment of randomised controlled trials 
was reported as high (r = 0.90) with similar scores (r = 0.89) for non-randomised controlled 
studies. The reliability of the tool was established through assessing the internal consistency 
of subscales, test-retest reliability and inter-rater reliability. Subscales scored high on internal 
consistency (Cronbach alpha >0.69), except for external validity (Cronbach alpha = 0.54). 
Subscales scored high on test-retest reliability for randomised and non-randomised studies 
(r = 0.69- 0.90). Inter-rater reliability scores for most subscales were the same (r > 0.70), 
except for external validity (r = 0.14). The authors attribute low scores for external validity to 
it consisting of fewer items than other subscales and the raters having a poor understanding of 
the role of external validity in healthcare evaluation. Qualitative studies were evaluated using 
the Critical Appraisal Skills Programme Qualitative Research Checklist (CASP, 2013). This 
tool, devised by a panel of knowledgeable professionals in the field of qualitative research, 
uses 10 questions to appraise and critique qualitative studies (appendix B). Three broad issues 
are covered by the CASP qualitative checklist: 1) rigour of the methodology; 2) credibility 
and meaningfulness of the findings; and 3) relevance of the findings. The assessment tool 
was used to score the quality of the papers. One point was given if the study met the criteria 
required for a question; no point was given if the criteria were not met or could not be 
determined. A percentage score was then calculated to indicate the extent the paper met the 
criteria of the critical appraisal tool. 
 
2.5 Overview of studies 
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A total of 17 studies were reviewed. An overview is provided in table 2 for studies using a 
quantitative methodology and in table 3 for studies using a qualitative methodology. The 
studies are from a variety of countries with the majority from the United States of America. 
Sample sizes ranged from 11 to 132, with an average sample size of 47 participants. The 
majority of studies were with students (n = 8) and healthcare professionals (n = 7). Other 
studies were conducted within a clinical population, specially focussing on depression (n = 2) 
and a non-clinical community sample (n = 1). 
Of the 17 studies reviewed there was a spread of mindfulness interventions: MBSR 
intervention (n = 6), MBCT intervention (n = 3), MBI (n = 4) and adapted MBI (n = 4). As 
part of the inclusion criteria all studies measured empathy as an outcome measure. The 
measures used to measure empathy varied, but the Interpersonal Reactivity Index (IRI) was 
cited most often (n = 7), along with the Jefferson Scale of Physician Empathy (JSPE, n = 4). 
Other methods of measuring empathy were the Empathy Construct Rating Scale (ECRS, n = 
1), Multi-Faceted Empathy Test (MFET, n = 1), semi-structured interviews (n = 3), Reading 
Eyes in Mind Test (RMET) and the Cyberball social-exclusion game (n = 1). 
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Table 3. Included studies of mindfulness-based interventions (quantitative) 
Study/ 
Country 
N Type of 
participant 
Age 
range 
Mean  
Age 
Intervention Outcome 
measures 
Key findings in relation to 
empathy 
Strength(s) of 
study 
Weakness(es) of  
study 
Asuero et al. 
(2014) 
 
Spain 
68 Health-care 
professionals 
NK 47.8 MBI MBI₂, POMS, 
FFMQ, 
JSPE 
Significant improvements in 
empathy on subscale of 
compassionate care (mean 
1.8, SES 0.35, p <.05)  
A moderate overall 
difference was found in total 
empathy between groups 
post-intervention (mean 5.2, 
SES 0.71, p <.05).  
• -RCT 
• Ample sample 
size  
• no follow-up 
• mismatched 
number in 
control group 
(n=25) vs. 
intervention 
group (n=43) 
Barbosa et al. 
(2013) 
USA 
28 Graduate health-
care students 
23–30 24.6 MBSR BAI, JSPE Significant increase in total 
empathy in intervention 
group compared to control 
group post-intervention (p 
<0.0096). Follow-up saw a 
decrease in empathy across 
both conditions. 
• Multiple time 
points for data 
collection. 
• Used multiple 
health 
disciplines. 
• Small sample 
• Timing of 
follow-up 
clashed with 
student exams 
• Non-
randomised 
Bazarko, 
Cate, Azocar,  
& Kreitzer 
(2013) 
USA 
36 Nurses NK 52.2 tMBSR PSS, CBI, SF-12, 
BSS, JSPE 
Significant increased levels 
of total empathy post-
intervention and maintained 
at a four-month follow-up.  
 
JSPE scores: 
t = 5.17, p <.001) 
 
 
• Multiple time 
points for data 
collection 
• Addresses 
accessibility 
of therapeutic 
interventions  
• Self-selected 
sample 
• Credits 
offered as 
incentive to 
participate 
• Lack of 
information on 
type of 
meditation.  
Beddoe & 
Murphy 
(2004) 
USA 
16 Nursing students 20–39 25 MBSR IRI, DSP, 
Homework 
journal 
No significant change in 
empathy scores post- 
intervention.  
 
(significance levels not 
reported) 
Study focuses 
on empathy 
• Provides a 
review of 
literature and 
clear rationale 
for study 
• High attrition 
rate 
• No control 
group 
• Small 
convenience 
sample 
17 
 
Study/ 
Country 
N Type of 
participant 
Age 
range 
Mean  
Age 
Intervention Outcome 
measures 
Key findings in relation to 
empathy 
Strength(s) of 
study 
Weakness(es) of  
study 
Birnie et al. 
(2010) 
Canada 
51 Community 24–77 47.4 MBSR SCS, IRI, MAAS, 
SOSI, POMS, 
FACIT-Sp 
Significant increase IRI 
scores on perspective taking 
(t = -4.04, p 0.000) and 
decrease in personal distress 
(t = 7.01, p 0.000). 
No significant change in 
empathic concern (t = -1.42, 
p 0.16). 
 
• Use of 
community 
sample 
allowed for 
greater gender 
balance in 
sample 
• High attrition 
rate 
• Use of global 
measure of 
mindfulness 
Galantino 
Baime, 
Maguire, 
Szapary, & 
Farrar (2005) 
USA 
84 Health-care 
professionals 
22–75 43 MBI POMS-SF, MBI₂, 
IRI, Salivary 
cortisol 
No significant change in 
empathy post-intervention.  
IRI scores: 
Emotional concern - p 0.16  
Fantasy – p 0.92 
Personal distress – p 0.17 
Perspective Taking – p 0.54 
• Provides 
insight into 
connections 
between 
physical 
indicators of 
stress and 
psychological 
measures  
• High attrition 
• No control 
group 
• No follow-up 
Gockel 
Burton, 
James, & 
Bryer (2013) 
USA 
132 Social work 
students 
21–62 30.02 Brief MBI  STAI, RRQ, FMI, 
MAAS, IRI, SCS, 
CASES 
No significant change in 
empathy post-intervention.  
IRI scores not reported.  
• Single-blind 
design 
• Control group 
• Ample sample 
size 
 
• Not 
randomised 
• Application of 
grounded 
theory 
methodology 
Krasner et al. 
(2009) 
USA 
70 Primary care 
physicians 
NK NK MBI MBI₂, JSPE, 
PBS, POMS, 
MMBFFS, 2FMS 
Significant increase in total 
empathy and subscales at 
15-month follow-up.  
JSPE scores: 
Total empathy – effect size, 
0.45, p < .001 
Compassionate care – effect 
size, 0.30, p .02 
Perspective taking – effect 
size, 0.38, p .001 
Standing in patient’s shoes – 
• Data collected 
at multiple 
time points 
• Ample sample 
size 
 
• No control 
group 
• Participants 
received 
financial 
credit  
• Lack of 
demographic 
detail 
provided 
18 
 
Study/ 
Country 
N Type of 
participant 
Age 
range 
Mean  
Age 
Intervention Outcome 
measures 
Key findings in relation to 
empathy 
Strength(s) of 
study 
Weakness(es) of  
study 
effect size, 0.36, p .003.  
Leppma & 
Young (2016) 
USA 
103 Counselling 
students 
20–57 27.5 MBI 
LKM focus 
IRI, questionnaire 
developed for 
study 
Increase in empathic 
concern (F(1,101) = 8.21, P 
= .006), perspective taking 
(F(1,101) = 13.18, P = .000), 
and Fantasy (F(1,101) = 
9.46, P = .003) post- 
intervention in the treatment 
group. 
 
• Ample sample 
size 
• Incorporates 
LKM as 
recommended 
in previous 
studies 
Control group 
• Addition of 20 
self-selected 
volunteers  
• Psycho-
education on 
counsellor 
wellness also 
part of the 
intervention.  
• No measures 
of mindfulness 
constructs 
• No follow-up  
Rimes & 
Wingrove 
(2011) 
United 
Kingdom 
20 Trainee clinical 
psychologists 
NK NK MBCT PSS, HADS, IRI, 
FFMQ, SCS, 
RRQ 
Reduction in stress 
correlated with increase in 
empathic concern.  
 r = -0.55, p = .015 
 
• Addition of 
qualitative 
data provides 
richer 
information 
• Impact of 
stage of 
training 
considered  
• No control 
group 
• Lack of 
specific 
information 
relating to 
modification 
of intervention  
Shapiro, 
Schwartz, & 
Bonner (1998) 
USA 
 
78 Medical and 
premedical students 
NK NK MBSR ECRS, SCL-90-
R, STAI, 
INSPIRIT, 
Homework 
journal 
Significantly increased 
levels of empathy post- 
intervention.  
ECRS scores:  
F (1,69) = 43, p <. 05 
• Use of a wait-
list control 
group 
 
• No follow-up 
• Global 
measure of 
empathy 
Shapiro, 
Brown, 
Thoresen, & 
Plante (2011) 
USA 
30 University students 18–24 18.7 MBSR MAAS, RRQ, 
PSS, SWB, 
PANAS, SWLS, 
IRI, HFS, ADHS, 
SCS 
Significant increase in 
empathy post-intervention 
and at 12-month follow-up 
(p <.01).  
 
Higher levels of state 
mindfulness led to a larger 
• RCT 
• Data collected 
at multiple 
time points 
• Participants 
received 
financial 
incentive 
• Small sample 
size 
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Study/ 
Country 
N Type of 
participant 
Age 
range 
Mean  
Age 
Intervention Outcome 
measures 
Key findings in relation to 
empathy 
Strength(s) of 
study 
Weakness(es) of  
study 
increase in empathy.  
Tan, Lo, & 
Macrae 
(2014) 
China  
 
72 University students 18–50 NK Brief MBI MAAS, RMET, 
Cyberball social 
exclusion game 
Increase in empathy scores 
for mindreading (t(70) = 
5.62, p <.001). Regression 
analysis showing 
mindfulness best predicted 
mind reading scores (R₂ = 
.13, p <.001). Increased 
levels of empathic concern 
(t(70) = 2.62, p < .011) post- 
intervention. 
  
Winning & 
Boag (2015) 
Australia 
102 University Students 17–74 24.4 Brief MBI IPIP 50, MET, 
PANAS, 
Manipulation 
check 
Improvement in cognitive 
empathy in individuals with 
lower trait conscientiousness 
(F =3.99, df = 1, p = .049) 
and extraversion scores (F = 
3.98, df = 1, p = .049). 
No moderation effect found 
for empathy in openness, 
agreeableness or 
neuroticism.  
• RCT 
• Double blind 
• Considers 
personality as 
a moderating 
factor in 
empathy  
• No follow-up 
• Limited detail 
regarding 
experimental 
conditions  
ADHS = Adult Dispositional Hope Scale, BAI = Burns Anxiety Inventory , BSS = Brief Serenity Scale, CASES = Counsellor Activity Self-Efficacy Scales, CBI = Copenhagen Burnout 
Inventory, DSP = Derogatis Stress Profile, ECRS = Empathy Construct Rating Scale, FACIT- Sp = Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being, FFMQ = Five Facet 
Mindfulness Questionnaire, FMI = Freiberg Mindfulness Inventory, HADS = Hospital Anxiety and Depression Scale, HFS = Heartland Forgiveness Scale, INSPIRIT = The Index of Core 
Spiritual Experiences, IPIP = International Personality Item Pool 50, IRI = Interpersonal Reactivity Index, JSPE = Jefferson Scale of Physician Empathy, MAAS = Mindfulness Attention 
Awareness Scale, MBI₂ = Maslach Burnout Inventory, MBI = mindfulness-based intervention, MET = Multifaceted Empathy Test, MMBFFS = Mini-markers of the Big Five Factor Structure, 
PANAS = Positive and Negative Affect Schedule, PBS = Physician Belief Scale, PSS = Perceived Stress Scale, POMS = Profile of Mood States, POMS-SF = Profile of Mood States Short 
Form, RMET = Reading the Mind in the Eyes Test, RRQ = Rumination-Reflection Questionnaire, SF-12 = Health Survey, SCL-90-R = Hopkins Symptom Checklist (Revised), SCS = Self-
Compassion Scale, SOSI = Symptoms of Stress Inventory, STAI = State-Trait Anxiety Intervention, SWB = Subjective Well-Being, SWLS = Satisfaction With Life Scale, USA = United States 
of America, 2FMS = 2 Factor Mindfulness Scale. 
*NK= Not known 
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Table 4. Included studies of mindfulness-based interventions (qualitative) 
Study N Type of 
participant 
Age 
range 
Mean  
age 
Intervention Assessment 
method 
Key findings in 
relation to empathy 
Strength(s) of 
study 
Weakness(es) of  
study 
Bailie, 
Kuyken, & 
Sonnenberg 
(2011) 
16 Parents, history of 
recurrent depression 
NK NK MBCT Semi-structured 
interview 
A theme of ‘empathy 
and acceptance’ 
identified within the 
results of the study.  
• Reflexivity 
addressed 
 
• Difficult to 
distinguish 
between 
constructs of 
empathy and 
acceptance in 
results.  
• Limited 
demographic 
detail.  
Beckman et 
al. (2012) 
20 Primary care 
physicians 
NK NK MBI Semi-structured 
interview 
Some qualitative 
themes relating to 
increase in empathy 
through listening and 
being present with 
others.  
• Detailed 
qualitative data 
provides insight 
into potential 
mechanisms of 
change.  
• Rigour of 
determining 
themes 
demonstrated 
• More detail 
needed on 
method of 
analysis for 
replication.  
• Limited 
reflexivity 
Bihari & 
Mullan (2012) 
11 Three or more 
recurrences of 
severe depression 
NK NK MBCT Semi-structured 
Interviews 
Participants report 
experiences of 
improvements in 
being present, 
allowing for a better 
understanding of 
others’ perspectives 
and recognising the 
needs and feelings of 
the others. 
• Demonstrated 
rigour of 
determining 
theoretic 
categories.  
• Reflexivity  
• Limited 
demographic 
detail/ 
inclusion/ 
exclusion 
criteria 
• Difficult to 
ascertain 
sensitive details 
of interpersonal 
relations in one 
session 
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3. Results 
From the 17 papers reviewed, 14 papers used quantitative methods and 3 used qualitative 
methods. Following analysis of the studies, the results of the critical appraisal for qualitative 
and quantitative papers are presented separately. The paper then compares the commonalities, 
differences, strengths and weakness of both types of studies. 
3.1 Review of quantitative studies 
Table 4 illustrates the criteria met by the Downs and Black Checklist for quantitative studies. 
The majority of studies lost points through not including power calculations. The checklist 
allows up to five points for studies, which demonstrate the use of power calculations, what 
this means for the study and potential impact on sample size. Only two studies explicitly 
stated using power calculations (Leppma & Young, 2016; Tan, Lo, & Macrae, 2014). 
Primarily, studies scored high on questions relating to reporting information with clear 
descriptions of hypothesis, objectives, outcome measures used and characteristics of 
participants in the study. In some studies, there was a lack of description regarding 
participants’ demographic details (Krasner et al., 2009; Rimes & Wingrove, 2004; Shapiro et 
al., 1998). There was also limited information regarding specific elements of the intervention 
in a number of studies. Rimes and Wingrove (2010) describe that parts of the intervention 
were altered to focus on stress as opposed to depression. Bazarko et al. (2013) utilised an 
adapted telephone version of MBSR, but unfortunately there were limited details on how this 
may operate differently to traditional MBSR interventions. Previous research has highlighted 
that differences within the intervention might account for levels of change in empathy (Birnie 
et al., 2010). Beddoe and Murphy (2004) suggested the inclusion of a direct empathy-related 
component to the mindfulness programme as a way of developing this construct. Beddoe and 
Murphy (2004) stated that the addition of a loving-kindness meditation (Metta meditation) to 
the current study might have directly targeted empathic development. Without knowing 
specific elements of the intervention, it is challenging to compare the results. In terms of 
questions relating to external validity, the majority of participants were university students 
and healthcare professionals. It is difficult to distinguish between these categories, as some 
participants were students on placement in a healthcare professional role. The sample was 
representative of these populations and results may be most readily generalised within trainee 
and healthcare professional contexts. There was some discussion that participants working in 
a healthcare setting demonstrated higher levels of baseline empathy than the control group 
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(Beddoe & Murphy, 2004; Galantino et al., 2005; Bernie et al., 2010). The internal validity of 
studies often scored highly on the inclusion of valid and reliable outcome measures and 
appropriate use of statistical tests. Points were lost if studies did not stipulate efforts to blind 
participants to the intervention type and to those measuring the main outcomes of the studies. 
Some studies were able to implement a double-blind design (Tan, Lo & Macrae, 2014; 
Winning & Boag, 2015) and others used a single-blind design (Gockel et al., 2013).  
Table 4. Criteria met by critical appraisal in quantitative studies 
Author and publication year Criteria met by critical appraisal tool (%) 
Asuero et al. (2014) 
 
57% 
Barbosa et al. (2013) 
 
50% 
Bazarko et al. (2013) 
 
50% 
Beddoe & Murphy (2004) 
 
37% 
Birnie et al. (2010) 
 
43% 
Galantino et al. (2005) 
 
37% 
Gockel et al. (2013) 
 
60% 
Krasner et al. (2009) 
 
63%  
Leppma & Young (2016) 63% 
Rimes & Wingrove (2011) 
 
43% 
Shapiro et al. (1998) 
 
70% 
Shapiro et al. (2011) 
 
70% 
Tan, Lo, & Macrae (2014) 66% 
Winning & Boag (2015) 
 
57% 
 
Of the 14 quantitative studies reviewed, 11 demonstrated some improvement in empathy 
following a mindfulness intervention. There were no observable differences in the 
effectiveness of the different types of intervention, although the number of specific 
interventions was too small to make valid comparisons. More useful information may be 
drawn from comparing the specific differences found in the most commonly used outcome 
measures: JSPE and IRI. Although some studies did not provide a detailed breakdown of the 
results of the various components of empathy outcome measures, a number of studies used 
the JSPE as a measure of empathy. Some papers reported increased levels of compassionate 
care (Asuero et al., 2014; Krasner et al., 2009), perspective taking (Krasner et al., 2009) and 
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standing in a patient’s shoes (Krasner, 2009) post-intervention or at follow-up. A number of 
studies reported an increase in the total level of empathy (Asuero et al., 2014; Bazarko et al., 
2013; Barbosa et al., 2013; Krasner et al., 2009). None of the studies using the JSPE reported 
any change in empathy levels post-intervention. Of those studies using the IRI to measure 
empathy, three reported no change in empathy levels post-intervention or at follow-up 
(Beddoe & Murphy, 2004; Galantino et al., 2005; Gockel et al., 2013). This was attributed to 
high levels of baseline empathy in participants. An increase was seen in some studies in the 
subscales of perspective taking (Birnie et al., 2010; Leppma & Young, 2016), empathic 
concern (Leppma & Young, 2016; Rimes and Wingrove, 2011) and fantasy (Leppma & 
Young, 2016). Birnie et al. (2010) reported a decrease in the subscale of personal distress.  
Some studies measured factors of mindfulness using the Five Facet Mindfulness 
Questionnaire (FFMQ) or the Mindfulness Attention Awareness Scale (MAAS) (Baer, Smith, 
Hopkins, Krietemeyer, & Toney, 2006; Brown & Ryan, 2003) in addition to empathy 
(Asuero et al., 2014; Birnie et al., 2010; Gockel et al., 2013; Rimes and Wingrove, 2011; 
Shapiro et al., 2011), but there were no direct comparisons between these components.  
3.2 Review of qualitative studies 
Results of qualitative studies reviewed using the critical appraisal tool are reported in table 5.  
Table 5. Criteria met by critical appraisal in qualitative studies 
Author and publication year Criteria met by critical appraisal tool (%) 
Bailie et al. (2011) 70% 
Beckman et al. (2012) 60% 
Bihari & Mullan (2012) 80% 
 
Qualitative papers scored highly on describing the aims of the study and demonstrating a 
qualitative methodology as being appropriate, often citing limited research in the area of the 
study. Research looking at mindfulness in interpersonal relations (Bailie et al., 2011; Bihari 
& Mullan, 2012) is relatively new to the field. There were some shortcomings regarding the 
reporting of recruitment strategies (Bailie et al., 2011) and justification of the research design 
(Beckman et al., 2012) where not enough information was provided to score the study. All 
studies used a semi-structured interview technique to collect data. Papers by Bailie et al. 
(2011) and Bihari and Mullan (2012) addressed the concept of reflexivity by providing 
details on the relationship between the researcher and participants, interpretation of data and 
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the potential for bias and influence from the researcher. Papers demonstrated that approval 
had been gained from ethical committees, and issues around informed consent were raised. 
All papers gave clear descriptions of their findings and demonstrated how the research could 
contribute to existing knowledge or policies.  
Bailie et al. (2011) presented findings of the thematic analysis in themes with verbatim 
examples as support. One of the main themes identified in the results is that of “empathy and 
acceptance”. The authors reflected that eight of the 16 parents identified an ability to adopt 
the child’s perspective and an understanding of previously difficult behaviours displayed by 
the children. However, as the theme of empathy is linked with acceptance, it is difficult to 
distinguish substantial changes within the article that are distinct from just empathy. The 
authors point out that not all participants experienced increased empathy and acceptance, 
with 50 per cent of those interviewed still reporting difficulties with how they perceived their 
children.  
Beckman et al. (2012) recruited participants from Krasner et al.’s 2009 mindfulness 
communication study to assess the impact of the intervention from a qualitative standpoint. 
The semi-structured interviews were conducted after participants had completed the 
mindfulness intervention within the last six months. A total of 20 primary care physicians 
participated in the study. Beckman et al. (2012) reported the aim of gaining a greater 
understanding of how the participants perceived their experience and which factors 
contributed to improved wellbeing and patient-centred care. The process of analysis is 
described as a systematic identification and review, by the research team, of the themes 
emerging from the data. Beckman et al. (2012) reported the use of an analytic matrix to 
identify patterns and connections within the data. However, the authors did not identify a 
specific qualitative method of analysis. The results of the study identified three main themes: 
professional isolation and the desire to share experiences; acquiring skills of attentiveness, 
listening, honesty and presence; and taking time for professional and personal development. 
Within the theme of acquired skills, participants discussed an ability to be more accepting 
and responsive to others’ needs, although it should be noted that empathy does not appear to 
be a major theme emerging from the data. 
Research by Bihari and Mullan (2014) looked to develop further understanding of 
mechanisms of change within a mindfulness-based intervention using a grounded-theory 
methodology. The researchers sought to investigate whether completion of an MBCT 
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programme led to changes in an individual’s relationships. Data from interviews were 
interpreted into a “relating mindfully” model. The findings of the study reported that 
participants experienced an ability to be in the present, which allowed for a better 
understanding of others’ perspectives and recognition of the needs and feelings of others. 
Potential mechanisms of how mindfulness may lead to increased levels of empathy are 
discussed in all papers. Themes of being present, allowing participants to listen, and having a 
greater ability to recognise how others may feel emerged from the data of the two studies 
(Beckman et al., 2012; Bihari and Mullan, 2012), while Bailie et al. (2011) considered 
acceptance and increased involvement with others as a potential mechanism for change in 
cultivating empathy. 
3.3 Summary of review findings 
A review of 17 studies looking at how mindfulness-based interventions may impact on levels 
of empathy highlighted a number of issues. The majority of studies demonstrated some level 
of cultivation of empathy post-intervention (n=14) with only a few showing no change in 
empathy levels (n=3). However, it should be noted that change in empathy levels varied 
across different studies. Outcome measures did not show consistent results on which 
elements of empathy improved following a mindfulness intervention. The reason for this may 
be related to variations in interventions and the type of outcome measures used. Across many 
studies there were limited details relating to the specifics of the intervention. A lack of 
standardisation of interventions, possibly associated with studies seeking to make 
interventions more accessible, may also account for some variability of results.  
There is insufficient information on which elements of mindfulness may be considered 
critical in the development of empathy. Shapiro et al. (1998) provided a model that 
considered decreases in trait anxiety from practising mindfulness as precluding changes in 
levels of empathy. Beddoe and Murphy (2004) discussed the need for implementing specific 
empathy-related meditations within an intervention. This was researched by Leppma and 
Young’s 2016 study, which had a loving-kindness meditation focus and demonstrated 
increased levels of empathy across a number of subscales in the IRI. This contrasts with 
qualitative findings that suggest that the elements of acceptance of others, being present, and 
listening are factors leading to the cultivation of empathy.  
Low scores in quantitative studies were linked with not reporting power levels or sufficient 
details relating to the analysis of data. Sample sizes also tended on average to be relatively 
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small in the quantitative studies. Qualitative papers tended to score higher in the number of 
criteria met by the critical appraisal tool. However, as there were 17 fewer questions in the 
CASP (2013) for qualitative studies compared to the Downs and Blacks Checklist, it is not 
appropriate to compare scores. Similar issues relating to the definition of variables existed for 
both types of studies.  
4. Discussion  
Research into how mindfulness potentially impacts on empathy is a developing field. Early 
studies in the area explored the benefits of engaging in a mindfulness programme on 
participants’ general wellbeing and also clinical skills. A large number of empathy-based 
studies are conducted within the context of healthcare. Samples are mostly recruited from 
various health professions, with the majority of participants being Caucasian and female. It is 
understandable that research would be orientated to this particular population, as having high 
levels of empathy would be beneficial within the healthcare profession. However, there is 
limited research on how mindfulness may impact on levels of empathy within the general 
population.  
Research into whether or not mindfulness does impact on levels of empathy has revealed 
inconsistent results. Recent research into the field has explored the idea that there may be 
nuances in how mindfulness impacts on levels of empathy, rather than producing global 
levels of change. Changes across different domains of empathy, as measured by various 
outcome measures, may be associated with variations in interventions. Low sample sizes may 
have reduced the power of quantitative studies to detect genuine effects of mindfulness on 
empathy and stress levels. Other research has questioned the mechanisms of change during a 
mindfulness intervention that led to increased levels of empathy. However, there is no 
standard theory or model of how this may be achieved.  
Further research has considered the accessibility of mindfulness programmes and attempted 
implementing brief interventions (Gockel et al., 2013; Tan, Lo, & Macrae, 2014; Winning 
and Boag, 2015) and adapted intervention (Bazarko et al., 2013; Rimes & Wingrove, 2004). 
There has been mixed evidence of the effectiveness of these programmes on improving 
empathy. It may be beneficial to promote the replication of standardised interventions in 
addressing the role of mindfulness in developing empathy prior to considering adapted and 
brief interventions.  
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A number of studies highlighted the disadvantage of self-report measures of empathy, in that 
they are subjective and also have the potential to be skewed by social desirability. The 
inclusion of objective measures of empathy has been called for in future projects.  
4.1 Limitations of this literature review 
There are a number of limitations within this literature review. Excluding non-English 
literature may have meant relevant studies have been missed which could have contributed to 
the value of the review. Other limitations relate to the definition of empathy, which varies 
within clinical and academic contexts. There appears some crossover between how some 
research defines self-compassion and empathy. The majority of the research within this 
literature review measured empathy using two particular outcome assessments (IRI: Davis, 
1983; JSPE: Hojat et al., 2002), which was fortunate because it allowed for greater levels of 
comparison between results. Additionally, locating articles that measured levels of empathy 
proved challenging. Indeed, it is possible that some mindfulness interventions that have 
measured empathy may have been missed. As stated earlier in the paper, there is a lack of 
definition and measurement of mindfulness in many studies. There also is the challenge of 
defining what a mindfulness intervention may be and how changes in mindfulness may be 
measured as an outcome measure. Not defining the properties of mindfulness and 
mindfulness-based interventions clearly makes relating changes in empathy levels with 
associated increased levels of mindfulness complicated.  
4.2 Clinical implications 
It is not clear if the use of mindfulness-based interventions effectively leads to an increase in 
empathy. It appears that the relationship may be more complex and changes in empathy may 
depend on a number of factors. A theme from the papers in this review is that those who 
regularly attend sessions and maintain a practice outside of the sessions see greater benefits. 
This highlights the importance for those providing a mindfulness programme to reinforce 
consistent engagement, both by encouraging participants to come to sessions regularly and 
through home practice. It is worth considering the balance between achieving accessibility 
(by potentially reducing length of sessions) and the efficacy of a mindfulness programme 
when targeting empathy. Whilst there are few studies in this area, those in the review showed 
limited impact on empathy levels when people were exposed to a brief mindfulness 
intervention. When choosing what kind of intervention might be most effective, consideration 
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of an individual’s personality and pre-intervention mindfulness trait levels may indicate the 
effectiveness of an intervention in creating lasting effects on empathy levels.  
A number of papers mentioned the type of meditation used as being potentially important in 
terms of increasing empathy. The use of a loving-kindness meditation, which encourages 
consideration of the self and others, as part of the mindfulness programme may have a more 
specific impact on targeting empathy than other types of meditation. It may be worthwhile 
including this type of meditation in interventions specifically targeting empathy.  
The use of mindfulness-based interventions as a means of encouraging increased empathy 
could be considered to have wider applications. In particular, most research is aimed at 
healthcare professionals who are in training or post-qualification. It is understandable that 
tackling stressors and cultivating empathy would be beneficial for both the clinician and the 
service user. Integrating mindfulness training at an organisational level and in training 
programmes may also improve working relations and team dynamics. 
4.3 Future research 
Further research would provide more information on the potential relationship between 
mindfulness and empathy. Some of the papers in this review attributed a lack of effect on 
empathy as potentially being due to the brief nature of the intervention or the type of 
meditation used. Therefore, future research should consider the dosage effect of mindfulness 
on empathy levels. Although there are standardised programmes for MBSR and MBCT, it 
appears there is still some variability within a number of mindfulness programmes. It would 
be beneficial to explore and compare if variations within mindfulness programmes lead to 
differential outcomes in wellbeing. Within this area, it would be advantageous if there were 
greater transparency and detail regarding mindfulness interventions reported in the research. 
Potential variation between methodologies made it difficult to compare findings.  
There is limited research exploring how mindfulness compares to other psychological 
interventions. Future research could consider contrasting the impact of different 
interventions, such as Acceptance and Commitment therapy, on its potential to improve 
empathy levels.  
Whilst all studies used self-reported outcome measures, several papers commented on the 
limitation of using such measures. There are currently limited ways for researchers to 
measure empathy aside from self-report measures such as the IRI and JSPE. It may be 
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beneficial to explore how others involved with individuals perceive changed levels of 
empathy, for example the client or colleagues. Future research might find it useful to consider 
the validity and reliability of objective measures of empathy and how they might be applied 
to clinical studies. 
Within a wider context it would be useful to incorporate mindfulness-based interventions in 
areas where there may be a perceived lack of empathy. Research within a forensic setting, 
particularly with clients who are diagnosed with anti-social personality disorders, would 
prove interesting. Additionally, conducting further studies within a child and adolescent 
population may allow findings to be incorporated into school settings — specifically, those 
that support anti-bullying campaigns.  
In terms of generalizability of results, further research needs to provide greater representation 
from other ethnicities and more equal representation of gender. 
5. Conclusion 
Current research on whether or not mindfulness programmes lead to increased levels of 
empathy is mixed but promising. A number of studies have demonstrated increased levels of 
empathy post-intervention and at follow-up. However, there are inconsistencies within the 
research, which means that a definite conclusion cannot be drawn. In particular, there is some 
discussion on the effectiveness of self-report measures of empathy. It appears likely that 
benefits derived from engaging in a mindfulness practice may be moderated by factors such 
as personality traits, dedication to independent practice and, potentially, the length of 
practice. Future studies that (a) consider the definitions of empathy and mindfulness, and (b) 
use objective outcome measures and specific components of empathy may address some of 
the issues raised in the current research. Additionally, details on the type of mindfulness 
meditation used in the programme would highlight any differences in empathy changes as the 
result of the intervention. This would help to identify specifically how mindfulness may 
impact on empathy.  
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Abstract 
 
Introduction 
The National Institute for Health and Clinical Excellence (NICE, 2009) recommend the use 
of mindfulness interventions in the treatment of recurrent depression. However, adherence 
and compliance with mindfulness interventions can be problematic (Crane and Williams, 
2010). This study aims to identify and understand both barriers and supportive factors for 
maintaining and developing a mindfulness practice post training.  
  
Method 
Six participants who had previously completed an eight-week mindfulness course were 
recruited from a social enterprise. Semi-structured interviews were analysed using a 
constructive grounded theory approach. 
 
Results 
Focused codes revealed supportive factors relating to community, integration of 
mindfulness, positive experiences along with acceptance and self-compassion. Barriers to 
practice were related to limited access to support, poor environment, distractions, changes in 
routine and delayed or limited benefits post practice.  
 
Discussion 
Findings relating to some of the difficulties concerning the practice of mindfulness are 
explored, alongside factors found to encourage practice. These factors are presented in a 
model and compared to other relevant psychological theories. Recommendations for clinical 
practice and further research are also provided.  
 
1. Key words: Mindfulness, barriers, grounded theory, theory of planned behaviour, 
engagement. 
 
This paper has been written with the aim of publishing in the academic journal Mindfulness, 
Springer US, ISSN 1868-8527.   
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1. Introduction 
 
Mindfulness can be understood as “the awareness that emerges through paying attention on 
purpose, in the present moment, and non-judgmentally to the unfolding of experience” 
(Kabat-Zinn, 2003, p.145).  There are several approaches which use mindfulness-based 
interventions: mindfulness-based stress reduction (MBSR; Kabbat-Zinn, 1990), 
mindfulness-based cognitive therapy (MBCT; Segal, Williams & Teasdale, 2002), 
dialectical behaviour therapy (DBT; Lineham, 1993) and acceptance and commitment 
therapy (ACT; Hayes, Storsahl & Wilson, 1999).  
A mindfulness practice is considered not to be a journey; rather, it is the process of being in 
the moment and being aware of the internal and external experience (Kabat-Zinn, 2003). 
Mindfulness practice may be understood to be informal when a person carries out activities 
of daily living with mindful awareness (Burke, 2010).  Formal mindfulness practice, on the 
other hand, involves an individual carrying out formal meditation exercises such as sitting 
meditation, mindful movement and the body scan (Burke, 2010; Carmody & Baer, 2008). 
The following study will primarily focus on formal mindfulness practice.  
 
Mindfulness creates resilience to stressors by encouraging a person to reframe internal and 
external events and increase awareness of thoughts as being narratives of an experience 
rather than fact (Malarkey, Jarjoura & Klatt, 2013).  A number of studies have proven the 
physical and mental benefits of developing skills in mindfulness and continuing to maintain 
a long-term mindfulness practice. Mindfulness interventions have proven beneficial in 
managing chronic physical conditions such as pain (Morone, et al., 2008; Zatura, 2008) 
psoriasis (Kabat-Zinn, et al., 1998) and type two diabetes (Hartman, et al., 2012). In 
particular, mindfulness has been demonstrated to have a significant positive effect on a 
person’s self-esteem, along with reduced symptoms of anxiety, depression and difficulty in 
regulating emotions (Keng, Smoski & Robins, 2011; Ludwig & Kabbat-Zinn, 2008). 
Mindfulness as an intervention is becoming increasingly popular, with 72% of General 
Practitioners believing that mindfulness would benefit the mental health of their patients 
(Mental Health Foundation, 2010). The National Institute for Health and Clinical Excellence 
has produced guidelines recommending mindfulness-based group interventions for 
preventing the relapse of depressive symptoms (NICE, 2009).    
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Whilst there are a number of papers documenting benefits, there is little research looking at 
the potential adverse effects or challenges of mindfulness. Shapiro (1992) reported that up to 
66% of participants reported negative effects at various points in time following attendance 
of a mindfulness retreat. Some of the adverse experiences reported included disorientation, 
increased isolation and boredom. Dobkin, et al. (2012) and Brazier (2013) suggested that 
mindfulness enhances an individual’s awareness of both positive and negative experiences. 
This may be particularly difficult for individuals who had previously used avoidance or 
distraction-type strategies to cope with difficult thoughts and feelings.  
 
Attrition from mindfulness programmes has not been fully investigated. Crane and Williams 
(2010) noted that attrition and adherence to mindfulness-based programmes aimed at 
depression can be problematic, with up to half of participants not completing the course. 
This was more likely if individuals reported higher levels of depressive rumination and 
cognitive reactivity. Other reasons for not continuing with a mindfulness programme include 
a lack of willingness to commit to the time required, dislike of a mindfulness approach and 
apprehension of group settings. Moreover, Amaro (2014) and Olana, et al. (2015) identified 
a lack of fit and accessibility of MBIs in culturally diverse populations. Cullen (2011) 
specified a challenge of MBIs is how to encourage and support the development of a long-
term mindfulness practice. There is limited research on what factors an individual might find 
helpful or obstructive in developing and maintaining a mindfulness practice. Langdon et al. 
(2011) conducted a qualitative study looking at mindfulness practice in participants who had 
completed a course of MBCT. The study considered an individual’s journey of mindfulness 
post completion of the programme and described participants as “moving in and out of a 
virtuous practice cycle” (Langdon et al., 2011, p. 270). Through a grounded theory 
methodology, the study identified categories relating to maintaining practice (positive effects 
of mindfulness on wellbeing, integrating mindfulness into life) and factors that led to a 
reduction in practice (obstacles and challenges). Langdon et al. (2011) provided an initial 
theory of what processes are implicated in continuing practice post completion of a 
mindfulness course. The authors recommended that more research is necessary to clarify and 
understand these processes further.  
If we are to work within evidence-based practice and implement recommended guidelines, it 
is necessary to understand what potential barriers to maintaining a mindfulness practice 
might be present as well as promote facilitating factors.  
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The primary aims of this research are to identify and understand both barriers and facilitating 
factors which may affect the development and maintenance of a mindfulness programme 
following training.  
 
Specifically, the research sets out to ask three questions: 
1) What factors make practicing mindfulness more challenging? 
2) What factors support an individual in continuing to practice mindfulness? 
3) In what ways can these factors be utilised to overcome barriers or support an 
individual’s mindfulness practice following training?  
 
2. Method 
 
2.1 Participants 
 
Participants were recruited from Breathworks, a UK-based social enterprise. Breathworks is 
an organisation independent of the NHS, which delivers a series of mindfulness courses for 
health professionals and the public. Individuals who are interested in attending the courses 
self-refer to the organisation. Breathworks offers mindfulness programmes focussing on 
either pain management or tackling stress. The courses are self-funded by the individual, with 
concessions available for individuals who may not be able to meet the costs of the course. 
The course consists of eight weekly sessions, lasting three hours each, along with a daily 
home practice. Whilst the main focus is on formal meditation practice, other components 
include breath awareness, body scan and mindful movement. Mindfulness is interwoven 
throughout all exercises. The content of the course has similar components to MBCT (Segal, 
Williams & Teasdale, 2002) and MBSR (Kabbat-Zinn, 1990), with the addition of a loving 
kindness meditation practice. Following the completion of the course, people are encouraged 
to maintain a regular mindfulness practice.  
Demographic details of participants are provided in Table 1.  
Eligible participants were individuals who have completed (at least) the eight-week 
mindfulness for stress or pain management course through Breathworks. Individuals still in 
the process of completing the course and those under the age of eighteen were excluded from 
participating. As mindfulness courses at Breathworks attract participants from the general 
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public, the sample from which participants were recruited for this research was not a clinical 
one. Individuals may come through to mindfulness courses as the result of mental health and 
physical health concerns. Active health concerns were not considered a reason for exclusion 
from the research. In line with grounded theory methodology, participants were not asked 
about these concerns unless they felt they an impact upon their experience of engaging a 
mindfulness practice. 
 
Table 1.  
Demographic Details of Participants 
Age  Gender Time since completing course 
26-35 Female 1 year 
56-65 Female 5 months 
66-75 Female 6 years 
36-45 Female 18 months 
26-35 Male 6 months 
36-45 Male 6 months 
 
 
2.2 Procedure 
 
Potential participants were approached by a member of the Breathworks organisation who 
had taught the eight-week mindfulness courses. Potential participants were informed of the 
research via an e-mail. Those interested in participating were provided with information 
about the study (Participant Information Sheet, Appendix A) and contact details (e-mail and 
phone number) of the researcher. The information sheet provided details concerning the aims 
of the study, what it would involve for potential participants and details about ethical 
approval. Potential participants approached the researcher to confirm their availability to 
participate and arrange a date and time to meet. Informed consent was obtained from all 
individual participants included in the study (Consent Form, Appendix B), ensuring that 
individuals were aware of what participating in the research involved (i.e., that the 
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information sheet had been read, understood and any questions had been answered) and that 
they were able to withdraw from the study should they wish. 
From the nine individuals who expressed an interest in the research, two were unable to take 
part due to other commitments and one did not reply. All participants were interviewed at the 
same premises of the Breathworks mindfulness course. Although participants were given the 
right to withdraw up until the time of publication, and none requested to withdrew their 
consent or data. All confidential data and documents were stored in accordance to the 
National Institute for Health and Research (NIHR, 2011).  
Whilst grounded theory often adopts a theoretical sampling approach, completing the 
research within the time constraints of a clinical doctorate did not allow for this method of 
recruitment.  
2.3 Interview 
Initial interview schedules were semi-structured and based around research questions. In line 
with the inductive approach of grounded theory, initial interview questions were kept broad 
and were adapted throughout the interview process. Examples of initial interview questions 
are provided in Figure 1. Further details on interview questions can be found in the appendix. 
Following each interview, data were transcribed and memos were written in a research 
journal. The memos then informed how questions were adapted for the next interview. 
Interviews were digitally recorded in a private room and transcribed by the researcher. The 
length of interviews was guided by the participants and ranged from 29 minutes to 50 
minutes.  
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2.4 Data Analysis and Quality Assurance 
 
This study sought to understand participants’ understanding of what factors helped or 
hindered their engagement in a mindfulness practice. Due to the limited amount of research 
in this area, a qualitative research approach was adopted. Considering the aims of the study, 
analysis was informed by a constructivist grounded theory approach (Charmaz, 2014). 
Charmaz’s (2014) constructivist grounded theory approach interprets how participants create 
their realities, identify multiple perspectives and recognise the co-construction of this data 
with the researcher. Compared to the classic (Glaser, 1978) and Straussian (Strauss & 
Corbin, 1998) methods of grounded theory, a constructivist approach rejects the idea of an 
objective reality and places a focus on the subjective inter-relationship between the 
researcher and the participant. Within this study, the researcher’s own experiences and views 
on the practice of mindfulness are acknowledged as influencing the interpretation and 
analysis of data. Attempts to monitor how the researcher’s beliefs may interact with the data 
were reflected on in a research journal and discussed with members of the research team.  
 
Coding  
Grounded theory promotes an inductive approach though simultaneous data collection and 
analysis. Coding is used to identify emerging theories in raw data and occurs in stages 
• What made you interested in joining the 
mindfulness course? 
• What is you experience of continuing 
practice after you have completed the 
course?  
• What do you find difficult? How do you 
overcome these? 
• What things help you practice 
mindfulness? 
• What advice would you give others who 
struggle with their own practice? 
 
Figure 1. Examples of interview questions posed to participants. 
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during grounded theory analysis. Charmaz (2014) recommends that, in initial coding, 
gerunds are emphasised, with the aim of identifying process and actions and avoiding 
making conceptual leaps in analysis. Table 3 provides an example of the initial coding of 
data. Initial coding allows the researcher to engage the data and see possible gaps, which can 
be examined in following interviews. Consequential interview schedules were informed by 
the analysis of the data from interviews with previous participants. As the researcher studies 
and compares data, initial codes are analysed for frequency and significance and developed 
into focused codes. Focused codes tend to be more conceptual and allow for the 
categorisation of the data (Charmaz, 2014). An example of focused coding is shown in Table 
3.  
 
 
 
 
 
 
Table 2. 
Examples of Initial and Focused Coding 
Initial Codes Focused codes Interview statement 
Doubting improvements 
in managing difficulties 
occurred each week. 
 
Noting progression 
toward self-management 
was not straightforward. 
Becoming aware that 
course would help with 
acceptance (but not cure).  
Recalling experiencing 
disappointment at the 
start.  
 
Not seeing immediate benefits 
 
 
Managing expectations 
I’m not sure it was a case of 
week by week I could feel 
myself managing things better 
and better. It wasn’t a 
particularly simple progression, 
you know being able to manage 
it better. But I was aware at the 
time that I had started something 
that was going to help me accept 
my circumstances better…. 
Umm I suppose I experienced a 
lot of disappointment initially.  
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Focused codes may then be compared, leading to the development of theoretical codes 
(Charmaz, 2014; Glaser, 1978). Theoretical coding considers how codes may relate to each 
other and, in line with constructive grounded theory, should reflect what emerges from 
earlier codes (Charmaz, 2014).  
 
Credibility checking 
Members of the research team independently reviewed codes derived from data and 
provided input into the auditing of codes and the development of the theoretical model. 
Quality checks were aided through attending a grounded theory support group for 
researchers within the university. Whilst bracketing is often used in qualitative research to 
enhance rigor, subjectivity in grounded theory is managed through the use of memoing 
(Lazenbatt & Elliott, 2005).  Memo writing and keeping a research journal also provide an 
audit trail of data analysis.  
Memo writing 
Informal analytic notes, known as memos in grounded theory were written during data 
collection and analysis. Memo writing allows for the upward movement of codes into 
theoretical codes and provides a visual platform for speculations, assumptions and 
reflections of the researcher. Memo reflections were completed after interviews and during 
the coding process. Memos informed the analytic process through theoretical comparison of 
cases and codes and recognised the researcher’s input into the analytic process. An example 
of memo writing is included in Appendix C. 
 
Research Journal 
As recommended by Charmaz (2014), informal analyses and reflections were logged in a 
research journal.  Memo writing following interviews, during transcribing and following 
meeting members of the research team were recorded. Additionally, the researcher’s own 
experiences, thoughts and beliefs about mindfulness were documented in the journal. This 
allowed the researcher to engage in reflexivity with the research (Haynes, 2012).  
 
2.5 Reflexivity 
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It is important in qualitative research to acknowledge the researcher’s role within a study and 
recognise how this might affect the process and outcomes of the research (Haynes, 2012). In 
this instance, the researcher takes a constructivist epistemological position, with the belief 
that there is no objective truth or reality and that individuals construct knowledge as they 
assign meaning to make sense of their environment (Appleton & King, 2002). The use of a 
constructivist grounded theory methodological approach was informed by the researcher’s 
epistemological position (Charmaz, 2014).  
Kingdon (2005) considers reflexivity from a social constructivist perspective, recognising 
that the impact of situational and personal influences on research is often disregarded. In 
considering personal influences, the researcher has no formal training or experience of 
mindfulness-based interventions. However, as a trainee clinical psychologist, the researcher 
does have an awareness of the large amount of literature regarding the effectiveness of 
mindfulness. The researcher acknowledges this may create a bias towards the positive 
attributes of mindfulness. With the addition of a self-selected sample, it is possible that any 
negative perceptions or experiences of mindfulness may be neglected in the research process. 
The researcher is aware that this may have influenced the data collection and analysis. The 
experience of completing a Masters in Health Psychology will have introduced the researcher 
to a particular style of research and theoretical perceptions of health behaviour.  
In particular, the researcher values the accessibility of psychological intervention and notes 
that this drove the development of the research question. However, there is a conflict with 
recruiting from a social enterprise, which charges for accessing the course in comparison to 
the funded courses within the National Health Service (NHS). Options for recruitment were 
discussed within the research team, and recruitment from a lay sample was perceived to have 
the greatest level of generalizability. This can be considered as a situational factor as the 
decision was also made in the context of the availability of mindfulness courses within the 
NHS as well as the time limitations of the clinical doctorate. 
Memo-taking, making notes and journal keeping were suggested by McGhee (2007) as 
effective processes to support and maintain self-awareness within research. Engaging in these 
processes allowed the researcher to become more aware of personal and situational influences 
which may influence the research process. As the constructivist approach holds that a study is 
co-constructed by participants and the researcher, attempts were not made to avoid input from 
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the researcher but to identify how they might have influenced processes and outcomes in the 
research. 
3. Results 
A total of 110 initial codes were identified within the data. Further analysis led to the 
development of 23 focused codes and 5 theoretical codes. Table 3 lists all focus codes 
identified in the data and demonstrates the integration of these codes into specific theoretical 
codes. Theoretical codes were segregated into five categories: initial motivators, appraisal; 
barriers, supporting factors and mixed factors. Figure 2 provides an illustration of how the 
theoretical codes may interact leading to either the continuation or cessation of mindfulness 
practice post training.  
 
 
 
Table 3.  
Demonstration of How Focused Codes lend Form to the Five Theoretical Codes 
Theoretical  
Codes 
Initial 
motivators 
Appraisal 
 
Barriers Supporting 
Factors 
Mixed 
Factors 
 Physical and 
mental health 
difficulties 
Doubt that 
mindfulness 
is working 
Distraction Community Group 
dynamics 
Fo
cu
se
d 
Co
de
s Dissatisfaction 
with previous 
treatment 
Knowledge 
of benefits 
3rd hand 
Disturbances 
or changes in 
life 
Developing 
helpful 
strategies 
Physical and 
mental 
health 
difficulties 
 Willingness to 
try a new 
approach 
Experiencing 
positive 
benefits 
Being busy Integrating 
into practical/ 
psychological/ 
spiritual way 
of life 
Associations 
with 
Buddhist 
philosophy 
 Curiosity Managing 
expectations 
Poor 
environment 
Perseverance/ 
Developing a 
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of change habit 
   Not seeing 
immediate 
benefits 
Acceptance 
and self-
compassion 
 
 
    Awareness of 
positive 
changes 
 
 
 
 
 
 
 
 
 
 
                                                                                            
 
 
 
                                                                                                        
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Motivating factors 
 
Appraising benefits of 
mindfulness 
Barriers to mindfulness 
• Poor 
environment 
• Access to 
support groups 
• Increased 
demands on 
time 
Supporting factors 
• Integration 
• Positive 
experiences 
• Strategies 
• Community 
• Sense of 
perseverance 
Engagement in mindfulness 
course 
Negative 
appraisal 
 
Positive 
Appraisal 
Maintenance and 
development of practice 
Reduced/ cessation of practice 
Mindfulness 
Practice 
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Figure 2. Illustration of the interaction between theoretical codes and potential impact on mindfulness practice. 
 
 
Theoretical Codes  
3.1 Motivating Factors 
A number of participants described finding out about mindfulness following experiencing 
physical and/or psychological difficulties. Often, these health problems were not being 
managed well though traditional treatment methods, leading participants to explore alternate 
ways of managing their health needs. This dissatisfaction with physical and psychological 
health or interpersonal relations is often a motivating factor in starting a mindfulness course. 
Here is Clara explaining trying multiple therapeutic avenues before turning to mindfulness:  
 
‘‘I’m struggling with very bad…with PMS and I went through CBT, anti-depressants, 
hypnotherapy, diet change umm you name it I’ve done it” (Clara, line 21) 
 
Jason described his experience with severe back pain before commencing a mindfulness 
course. Jason also refers to how experiencing symptoms which were not being well managed 
using conventional methods made him consider trying a different therapeutic approach. 
 
“I was on loads of pain killers and didn’t want to be…I was in A&E on Boxing Day 
last Christmas, and I thought all kinds of things…. I just thought I’d try something 
new. I never thought I’d see myself as someone who would do meditation” (Jason, 
line 17) 
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Other participants described a combined interest in Buddhism and mindfulness. Participant’s 
discussed the hope that taking a mindfulness course might help with their current physical 
and psychological difficulties. Sarah describes how she first came upon mindfulness: 
 
“I heard on the radio that it was possible to change your thought pattern and umm it 
would be beneficial, and I thought that sounds really good. So I came along to find 
out about it, but I also at the time came to find out about Buddhism because I was a 
bit interested in that.” (Sarah, line 2) 
 
3.2 Appraising the effectiveness of mindfulness 
During interviews with participants, there appeared to be points within their meditation 
practice when they doubted its effectiveness. Whilst this factor appears at many points along 
the journey of developing and maintaining a mindfulness practice, it seemed especially 
prevalent when they initially engaged with training. Ellen associated this with the long-term 
benefits of mindfulness: 
 
“I don’t think you see any benefits or feel any benefits straight away. There’s a 
degree of trust that the research of what people’s long term experience has been 
(that) it works. I don’t think it can do any harm…(pause) so. But there is a bit of me 
that thinks ‘Is this working? Is it doing anything? Am I getting benefits from it?” 
(Ellen, line 165) 
 
Participants also identified uncertainty about mindfulness when experiencing other barriers 
such as busy periods in their lives. It is likely that the concept of benefit versus doubt is not 
just present initially, but that it also occurs when individuals are faced with challenges to 
their practice. Sarah describes some of the difficulties in prioritising mindfulness when 
considering other tasks which need doing: 
 
“Well there’s always things to be done in the day and you always think, a bit of you 
says ‘that’s a waste of time, I need to be getting on with things’. It’s very hard to sort 
of grasp really because when you have done meditation mostly you feel a bit of 
benefit, it’s not big but it’s there” (Sarah, line 68). 
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Whilst participants identified doubt as a hindrance, awareness of the benefits to mindfulness 
facilitated a sense of perseverance with their practice. This seemed especially prevalent in 
the early stages of developing a practice where there are fewer direct positive experiences to 
draw upon.  
 
 
3.3 Barriers to mindfulness and supporting factors 
Following completion of the course, a period of reappraisal appears regarding the benefit of 
continuing with mindfulness. On deciding to develop and maintain a mindfulness practice, 
participants described facing a number of obstacles which had not been encountered during 
the course. Participants often highlighted that engaging in a regular mindfulness practice was 
not easy. All participants spoke of episodes of decreased practice due to a variety of 
difficulties. Edward described how personal challenges had impacted on the consistency of 
his practice: 
 
“(It is) very sporadic, I probably least perform when I needed it the most”. (Edward; 
line 60) 
 
Participants alluded to the idea that it is easy to find excuses and prioritising mindfulness can 
be a challenge. Ann linked general environmental distractions and not always feeling 
motivated to meditate: 
 
“in a sense it is a waste of day to day life to go with your intention to meditate. Umm 
so in a sense you could very easily look for distractions ‘oh no, there’s a loud drill 
outside’ or ‘oh no, the room I use to meditate in is a complete mess, it’s going to 
distract me, I don’t want to sit here’. I think it’s as simple as that really, noise and 
somebody might come in the house…. If you don’t really want to do (it), you can 
easily look for reasons why you can’t do it”. (Ann, line 115) 
 
“I was thinking last night ‘oh I’m going to meditate’. Then my cat came and I was 
like ‘oh, I’m just going to play with you then.’ That’s it. I think about meditating very 
often. If I was doing meditation, mindfulness as much as I was thinking about it then 
it’ll be brilliant. So now I just need to get to the doing part”. (Clara; line 211) 
 
61 
 
Discussions concerning challenges were often preceded with statements around perseverance 
and a view of making practice part of a regular routine.  
 
“there was a few other people who said it’s very easy to find reason no to do it. I 
think you’ve just got to get on and do it really”. (Jason; line 143) 
 
“Just keep going, just persevere, just keep at it”. (Sarah; line 112) 
 
For participants who had been practicing for shorter periods of time, initiating a practice 
appeared to be more challenging. Similarly, periods of dropped practice were met with 
greater levels of guilt by these participants. In contrast, participants who had practiced for a 
longer time had been able to integrate their practice into more areas of their life, describing 
social, spiritual and practical mindfulness networks. These participants were also more 
accepting of having phases of decreased practice. Potentially, this may be related to the 
confidence that they will be able to restart meditation when they wish as mindfulness was 
assimilated in more areas of their lives. Integration appeared to have a different meaning to 
individuals, dependent on spiritual beliefs.  
 
Edward, who was relatively new to mindfulness, described the difficulty of sustaining a 
regular practice independently:  
 
“It’s easier to allocate time if those closest to you also have the desire to find time”. 
(Edward; line 125) 
 
Many participants reported attending mindfulness drop-in sessions, noting that a sense of 
community was supportive in maintaining their practice. Ellen describes her experience of 
these sessions following a period of caring for a close relative: 
 
“I found coming back doing the refresher sessions incredibly helpful. And there was 
a time when I couldn’t do that because I was away…. So actually the first time I 
came back and was able to do one, it was just like a real breath of fresh air, you 
know really helpful”. (Ellen; line 98) 
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Community seems to be a strong supportive system, irrespective of whether an individual is 
relatively new to mindfulness or has been practicing for years. Additionally, all participants 
related to how being with others who practiced mindfulness enhanced the experience, 
independent of the support group having a spiritual or a secular focus.   
One of the main barriers to maintaining a mindfulness practice, as stated by participants, is 
increased demands on time. This appeared to affect practice in multiple ways, from simply 
not having the time, to disturbing habitual routines which were then difficult to re-establish, 
or not feeling in the right frame of mind to practice. Clara described how following a busy 
period in her life she had found it difficult to maintain a regular practice: 
 
“Then Christmas came and before Christmas…madness and that was it, that was 
it.… Now for me it was…not to find time because I’ve got time, but to just sit there 
and listen for ten minutes. It’s so difficult! After work I’m on this diet which (I) need 
to cook every meal every three hours I’m constantly cooking or exercising or 
shopping for food”. (Clara, line 132) 
 
Participants mentioned various strategies used which helped with their practice. Notably, the 
use of variation in meditative techniques was regularly discussed along with various types of 
prompts, from apps on phones to mindfulness reminders pertinently placed in the house. 
Jason describes the use of prompts as a way of prioritising activities: 
 
“(the teacher) gave us these little green stickers. I’ve got on my laptop, on my 
steering wheel of my van, on my TV wherever and it’s just a little reminder. So when 
you go to open your laptop ‘do I need to do this now or can I do it ten minutes after 
meditation? Do I need to put the TV on?’” (Jason, line 262). 
 
It would make sense that increased availability or strength of supportive factors enables an 
individual to overcome some of the more challenging barriers to practicing mindfulness. 
 
3.4 Mixed factors 
Group Dynamics 
Participants were able to identify groups as a system of support and part of a community, but 
they were similarly able to recognise negative elements within this. In particular, such 
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negative comments related to characters who dominated group time or were particularly 
demanding of those who were teaching the groups. Another challenge related to the distress 
which may be elicited by being with others who were experiencing similar difficulties. Here, 
Ann discusses her mixed feelings about attending support groups 
 
“In a sense it’s that variety of interaction, it’s helpful to exchange ideas and so 
on…Umm truthfully I suppose I have mixed feelings…. Maybe it’s putting it a bit 
strongly to say I find it distressing to around other people who have clearly got 
serious health conditions or degenerative conditions…. Sometimes I think, it almost 
becomes overwhelmingly sad”. (Ann, line 182).  
 
Physical and psychological difficulties 
Participants often spoke of deterioration in their physical or psychological health as a drive 
to initiate or reengage with mindfulness practice. Jason discussed his motivation to try 
another course following increased levels of stress through work: 
 
“I can’t go back to the way I was at Christmas. So I know I have to look after myself. 
That’s why I’m doing another course, because I want to…well, actually this time it’s 
to do with stress. My business is getting busier and busier and I’m finding it hard”.  
(Jason, line 142) 
 
However, other participants identified these factors as a hindrance to their practice. Ann 
describes the challenge of meditating whilst managing a chronic pain condition: 
 
“I think quite instinctively I avoid taking time out for, say, meditation if my pain 
levels have risen quite highly…. But it’s a very clear distraction and I think it’s a 
massive challenge, with those kind of conditions say, how do you get to the point 
where you can face meditating?” (Ann, line 78) 
 
Buddhism 
Some participants acknowledged that a commitment to Buddhist faith and ethical principles 
was a significant supporting factor in maintaining their practice. Ann explained how she 
viewed the connection between mindfulness and Buddhism. 
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“…I suppose it’s a sense that if you are engaging with other said aspects of the 
Buddhist path, such as ethics, such as wisdom, such as insight. Meditation I suppose 
is simply, as well as mindfulness is simply part of that…if you are ignoring ethics, 
ignoring key teachings you would be missing out part of the whole…so in that sense, 
mindfulness, meditation is part of that. It connects everything together”. 
(Ann, line 245)  
 
In contrast, others demonstrated less of a connection between Buddhist principles and their 
practice: 
 
“I am ambivalent to the origins if the technique delivers results”. (Edward, line 43) 
 
4. Discussion 
 
The aim of the study was to understand which factors hindered or facilitated engagement in a 
mindfulness practice following a course. The findings of the study have revealed a number 
of core codes which relate to some of the challenges faced in developing and maintaining a 
practice, along with reflections on how individuals overcome these difficulties. Our findings 
demonstrated similarities to those found in a study by Langdon et al. (2011). Additionally, 
this study identified motivating factors to initiating a mindfulness course, which appear to 
continue to be a factor in maintaining the practice for a number of participants. After 
completion of the course, participants reported a desire to establish an independent 
mindfulness practice. It is difficult to ascertain the reasons why other people decide not to 
continue with this practice without further research. However, it may be speculated that a 
negative reappraisal of the benefits versus the effort required to continue practice occurs for 
some upon completion of the course. A discontinuation or disruption in practice may also be 
mediated by the occurrence of more specific barriers to practice, such as a poor environment 
full of distractions, or difficulty accessing support groups. It does not appear that there is a 
linear pattern to how supporting factors and barriers affect an individual’s practice; rather, 
there is a parallel interaction of processes. The appraisal process appears to occur at a more 
conscious level for individuals during an exacerbation of physical or psychological 
difficulties. As Langdon et al. (2011) reported, state of body or mind may impede practice, 
just as this research determined that some participants found a flare-up of symptoms as a 
motivating factor to re-engage in or increase levels of practice. Additionally, doubt regarding 
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the benefits of mindfulness occurs when there are pressures on a person’s capacity to spend 
time meditating. Participants who had been practicing longer struggled less with the concept 
of doubt, most likely because they had a greater personal awareness of the positive impact of 
their practice. Other barriers reported were consistent with findings by Langdon et al. (2011) 
reflecting obstacles to practice in the form of disruption to routine and environmental, 
psychological and physical distractions. Factors participants reported as aiding mindfulness 
practice particularly highlighted the importance of the support of a community. Drop-in 
sessions were seen as being highly beneficial, with the majority of participants reporting 
them as pivotal to their practice. However, in groups where there are difficult dynamics, self-
disclosure is not managed or there are high levels of distress; these were seen as a negative 
experience by some participants.  
Maintenance of a practice was facilitated by the integration of mindfulness into a person’s 
routine, making mindfulness a psychological and practical way of like, as opposed to seeing 
mindfulness purely as a behaviour to benefit health, such as a temporary change in diet or 
exercise. Participants who were less experienced in mindfulness tended to report a greater 
use of strategies and props to support their practice. Those participants who related their 
practice with definite spiritual and ethical principles reported higher engagement within a 
mindfulness community and fewer obstacles to practice. Furthermore, more experienced 
participants reported that obstacles and changes in practice were met with acceptance and 
self-compassion.  
The research also found some participants felt a tension between the secular practice of 
mindfulness, personal beliefs and the Buddhist associations made with mindfulness. 
However, it is unlikely that, within the context of a semi-structured interview, a substantial 
enough rapport had been developed to explore this further.  
 
 
4.2 Reflections within psychological theory 
 
Similarities can be drawn between the results of the analysis and other psychological 
models. Particularly pertinent is the Theory of Planned Behaviour (TPB; Azjen, 1985, 
2011a, 2011b) which addresses the relationship between internal and external factors on 
performance. The theory considers the role of intention and individuals’ perceived 
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behavioural control. According to the TPB, an individual’s intentions and behaviour ‘are 
guided by expected consequences of performing the behaviour, by normative pressures, and 
by anticipated difficulties’ (Azjen, 2011b, p. 451).  
 
Figure 3. Theory of Planned Behaviour (Azjen, 2011). 
 
Azjen’s (2011) model similarly incorporates relationships between motivation, normative 
beliefs and perceived behavioural control. The evaluation of the outcome could be 
considered comparable to the appraisal of the benefits of continuing with practicing 
mindfulness. Additionally, the model does account for the gap between intention and 
behaviour, with some participants in the study noting that, whilst they wished to engage in 
mindfulness and were aware of the benefits, they often struggled to carry out the practice. 
This research also highlighted a split in participants who viewed mindfulness as a health 
behaviour and those who saw it more as part of their way of life, fitting within a greater 
spiritual and ethical context. The model appears less fitting for those participants who had 
highly integrated mindfulness as a way of being and less as a behaviour to practice at 
particular times of the day. The model may not account for some of the nuances in how 
individuals approach mindfulness in comparison to other health behaviours.  
The model does not fully account for more external or environmental factors such as access 
to support, current life demands or illness. Whilst this most likely comes under the context 
of perceived behavioural control, it is unlikely that all barriers to practicing mindfulness are 
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perceptions of the individual. Undoubtedly inequalities in access to support would be a stark 
reality for some.  
 
5. Limitations 
 
There are a number of limitations in the current study. Participants were recruited via self-
selection. It is likely that the sample is skewed towards individuals who are particularly 
motivated to develop or maintain a mindfulness practice. However, there are challenges in 
accessing individuals who have decided not to continue with mindfulness or who did not 
complete the eight-week course. Consequently, results of the data are less likely to include 
negative experiences, appraisals or beliefs relating to mindfulness.  
Results are based on a small sample size and not specified to a particular clinical or 
professional group. Therefore, transferability and generalisability of results may be limited 
outside of a lay population. However, all participants did report experiencing some level of 
physical or psychological difficulty, which contributed as motivating factors for them 
engaging in mindfulness training. This would suggest there is some relevance to the results 
of this research within clinical populations. It might be argued that the aim of qualitative 
research is the depth and richness of information, not the quantity of data. Whilst there are 
limitations from small sample sizes, the data collected provide insight into participants’ 
beliefs about what factors make mindfulness practice difficult, and those which provide 
support. Additionally, speculation of how these factors may interact may provide the basis 
for further research.  
 Data collection was guided by grounded theory methodology and the idea of saturation, the 
time scale of a clinical doctorate, and availability of participants. There were therefore 
limitations relating to theoretical sampling which would have been desirable in keeping with 
a grounded theory methodology. 
  
6. Clinical Implications 
 
Participants readily identified multiple hindrances to their practice alongside factors which 
supported them in continuing engaging with mindfulness post their initial training. The 
challenge lies in transferring these factors into practical strategies to help support staff 
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implement them within clinical practice. How these strategies might be applied at a practical 
level is addressed in Table 4.  
 
Table 4.  
Practical Strategies to Support the Practice of Mindfulness Post Training 
Factor Applications within clinical practice 
Community • Development of support groups 
• Encourage participants to make use of 
drop-in sessions 
• Consider buddy systems 
Integration • Encourage individuals to reflect on 
how mindfulness relates to important 
values within their lives, e.g., relations 
with self and others/ spiritual beliefs/ 
work/ health. 
Acceptance and self-compassion • Normalise the changes in the frequency 
of practice. 
• Encourage the practice of self-
compassion, in particular loving 
kindness meditations.  
• Teachers to act as role models in 
acceptance and self-compassion when 
facing struggles in maintain a 
mindfulness practice.  
Positive Experiences • Make positive experiences and 
achievements explicit and specific to 
an individual: e.g., changes in mood, 
ability to manage pain, relations with 
others.  
Miscellaneous  • Use of prompts via apps/ stickers/ 
notes. 
• Keep a place and time specifically for 
practicing meditations. 
• Encourage variety in meditations and 
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mindfulness techniques.  
 
 
 
7.  Future Research 
 
The current study explored potential mediating factors in developing and maintaining 
mindfulness practice post training. Individuals who participated in the study demonstrated 
the motivation to continue practicing mindfulness and a degree of success in doing this. It 
would be useful to explore the experiences of individuals who have discontinued practicing 
mindfulness post training. As there is evidence of a relationship between mindfulness and 
personality (Giluk, 2009), research looking at personality traits and adherence to 
mindfulness practice may prove beneficial.  
Further qualitative studies are necessary to develop a better understanding of facilitating 
factors or barriers to mindfulness. Once this is further established, it would be interesting to 
establish the relationship between variables further through a multiple regression analysis.  
The participants in the current study appeared to have differing views on Buddhist principles 
within mindfulness. It is unlikely that a sufficient rapport will have developed between the 
participant and the interviewer in one interview to discuss potentially sensitive subjects such 
as spiritual beliefs in detail. Yet further research testing the concepts of integration of 
mindfulness and spirituality would be beneficial. How does practicing mindfulness within a 
Buddhist context differ from a secular practice?  
 
8. Conclusions 
 
A grounded theory approach was used to develop an understanding of some of the 
difficulties individuals face whilst practicing mindfulness post training. The study also 
sought to elicit some of the supportive factors which help them overcome these problems. 
Findings from the study related to key factors of integration, community, positive experience 
and perceived benefits. Some of the main barriers to practice revealed by participants were 
around access to support, poor environment, and changes in routine. The current study 
provides some insight relating to challenges presented in practicing mindfulness and 
provides support to the conclusions found by Langdon et al. (2011). It also provides health 
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care professionals with potential strategies for how to best support individuals to continue 
with a mindfulness practice after attending their initial course. In particular, people who have 
previous positive experience of mindfulness and a confidence in the long-term benefits of 
practice are more likely to maintain a practice throughout challenges and obstacles. There is 
a risk of simplifying mindfulness as a health behaviour, where those who manage to 
maintain and develop their practice have a more holistic view. Integration of mindfulness at 
a practical, psychological and spiritual level in experienced participants appears to reduce 
the impact of challenges and obstacles. In future research, it may be beneficial to consider 
the impact of individual differences on mindfulness practice. Further research to address 
experiences, beliefs and concerns relating to tensions around the secular or spiritual practice 
of mindfulness could go some way to prevent the sense of taboo associated with this topic.  
All procedures performed in studies involving human participants were in accordance with 
the ethical standards of the institutional and/or national research committee and with the 
1964 Helsinki declaration and its later amendments or comparable ethical standards. 
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PARTICIPANT INFORMATION SHEET 
 
 
Study Title 
Understanding the facilitating factors and barriers in maintaining a mindfulness practice 
following a training programme 
 
Invitation 
You are invited to think whether you would like to take part in this study. 
Before you decide whether to take part, it is important for you to understand why this 
research is being done and what it will involve. If you have any questions please contact the 
research team (listed below).  
 
Why have I been invited?  
As you have completed an eight-week programme with Breathworks, we believe that you 
have valuable understanding about some of the challenges a person may face when starting 
to practice mindfulness on their own.  
 
What are the aims of the study? 
The study will be looking at individuals who have completed an eight- week mindfulness-
training programme. The main aims of the project are to understand what factors help or 
hinder developing a mindfulness practice following training. The study then aims to consider 
the best ways to support graduates of a mindfulness programme. 
 
Do I have to take part? 
You are free to decide if you wish to take part. If you do decide to take part you will be 
asked to sign two consent forms, one copy of the form is for you to keep and the other is for 
our records. You are free to withdraw from this study, without giving reasons up to the 
point of publication. The research is carried out through Staffordshire University and your 
participation, or otherwise will have no impact on your attendance to Breathworks courses 
workshops. 
  
What will happen if I take part?  
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You will be invited to attend an interview. During the interview you will be asked to share 
your experiences of learning mindfulness and how you have found trying to apply what you 
have learned on the course to your own mindfulness practice. There are no right or wrong 
answers, we are simply interested in your experiences and ideas. The discussion will be 
recorded with an audio device and later typed up and analysed. Key themes from the 
interviews will help build a theory about an individual’s experience of implementing a 
mindfulness practice. 
  
What are the risks and benefits of taking part?  
There are no risks expected from taking part in this study. However, during the study we 
discuss your experience of applying a mindfulness practice. This could raise concerns if this 
is something you have found particularly difficult. You are free to choose what and how 
much information you wish to share about your own experiences. Should the interview 
bring up any issues that are difficult for you, support will be available from members of the 
research team, and you will be given information to access appropriate support if necessary. 
Taking part in the study may be beneficial. As you are considering what helps or hinders 
your mindfulness practice, it might help increase your awareness of these processes. Taking 
part in the study may contribute towards future research and developments in mindfulness 
training programmes. 
 
Who will have access to information about me?  
As per the Data Protection Act 1998, the information you provide will be treated in the 
strictest confidence. Interview recordings will be stored in a locked filing cabinet, and typed 
up interviews (transcripts) will be stored on a password-protected computer until the study 
is completed. The materials will be stored securely for five years. After this, all materials will 
be destroyed. Only the research team will have access to any data collected. Any quotes 
from interviews used will be anonymised. No identifying information will appear on any 
documents and you will not be identifiable from any reports or publications.  
 
However, we do have to work within the limits of current legislation. In certain 
circumstances, law may override offers of confidentiality. For example, should the research 
team be concerned about any actual potential or actual harm to yourself or others, it is our 
responsibility to pass this information on to the relevant authorities. 
  
Who is funding and organising the study? 
The study is not funded, but is organised through Staffordshire University, Clinical 
Psychology Department. 
  
Ethical Approval  
Health Sciences Faculty Research Ethics Committee has approved the study. 
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What will happen to the results of the study?  
The results of the study will be made available to participants in the form of a brief report; 
we also aim to publish the findings in scientific journals and at relevant local and national 
seminars/conferences. 
  
Thank you very much for taking your time to read this information sheet.  
Contact for further information: 
Rebecca Crawford 
Staffordshire and Keele Universities Doctorate in Clinical Psychology 
R101, Faculty of Health Sciences, Staffordshire University, 
Science Centre, 
Leek Road, 
Stoke-on-Trent, 
ST4 2DF 
C030774C@student.staffs.ac.uk 
Tel: 07494130701 
 
Dr. Ken McFadyen 
Staffordshire and Keele Universities Doctorate in Clinical Psychology 
R101, Faculty of Health Sciences, Staffordshire University, 
Science Centre, 
Leek Road, 
Stoke-on-Trent, 
ST4 2DFK.McFadyen@staffs.ac.uk 
 
 
10.2. Appendix B –Consent Form 
 
 
STAFFORDSHIRE AND KEELE 
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                                       Doctorate in Clinical Psychology 
                                                        DClinPsy 
Consent Form 
Understanding the facilitating facotrs and barriers in maintaining a minfulness practice 
Following a training programme 
Participant ID: _ _ _ _ 
Please read the following statements and initial the corresponding box: 
• I confirm I have read the participant information sheet for the above study. I have had the 
opportunity to consider the information, ask questions and have these answered 
satisfactorily. 
                                                                                                                              Yes     No  
• I understand that my participation is voluntary and that I am free to withdraw at any point 
(up to publication) without giving any reason and without my medical care or legal rights 
being affected. 
•  
                                                                                                                 Yes No 
                                                                                         
• I consent to the use of anonymised quotes from interviews being used in publication. 
                                                                                                                            Yes       No 
 
• I consent to the interview being recorded using an audio device. 
                                                                                                                Yes                            No  
                                                                                                                
• I agree to take part in the above study. Yes                             
                                                                                                                Yes                            No                                                                                                                 
 
Participant Signature: ………………………………………….                             Date: __/___/______ 
 
Researcher Signature: …………………………………………                             Date: ___/___/______ 
10.3. Appendix C –Example of memo writing  
 
Memo taken from reflections post interview, where a participant had iterated the importance 
of Buddhism in mindfulness. This was reflected with a member of the research team. 
 
Appears to be a split between secular mindfulness (which appears more to be practiced for 
health benefits) and participants who practice because mindfulness is part of their Buddhist 
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beliefs. Is this something that occurs along the journey of mindfulness? Those participants 
who have been practicing mindfulness for longer periods of time and are more experienced 
appear to relate to Buddhist principles. Does a person learn more about mindfulness and its 
benefits and then acquire an interest in Buddhism?  Do those who go down the Buddhist 
route approach mindfulness differently? Can you integrate mindfulness within your life 
without using a spiritual approach and if so how?  
 
This memo led to questions relating to Buddhism on further interviews. However, those 
participant’s did not feel at this point in their practice that they were interested in Buddhism 
or that it impacts on them or their mindfulness practice.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
10.4 Appendix D: Ethical Approval  
 
 
 
 
 
 
 
 
ETHICAL APPROVAL FEEDBACK 
 
Researcher name: Rebecca Crawford 
Faculty of Health Sciences  
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Title of Study: 
 
Understanding the facilitating factors and barriers in maintaining a 
mindfulness practice following a training programme 
Award Pathway: 
 
DClinPsy 
Status of approval: 
  
Approved 
 
 
Thank you for your response to the committee's feedback. We also note and appreciate the 
thought you have given to our suggestion concerning the issue of withdrawal and are 
pleased that you will be making the boundary clearer for participants. 
 
Action now needed:   
 
Your project proposal has been approved by the Faculty’s Ethics Panel and you may 
commence the implementation phase of your study.  You should note that any divergence 
from the approved procedures and research method will invalidate any insurance and liability 
cover from the University.  You should, therefore, notify the Panel of any significant 
divergence from this approved proposal. 
 
You should arrange to meet with your supervisor for support during the process of 
completing your study and writing your dissertation. 
 
 
 
 
 
 
Signed:   Professor Karen Rodham 
Chair of the Faculty of Health Sciences Ethics Panel 
Date: 18th March 2015  
 
 
 
 
 
 
 
 
10.5. Appendix E. 
Interview Questions 
• How did you hear about the mindfulness course? 
• Did you have any previous experience before starting? 
• What made you interested in joining the mindfulness course? 
• What is you experience of continuing practice after you have completed the course?  
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• What do you find difficult? How do you overcome these? 
• What things help you practice mindfulness? 
• What do feel is important in maintaining a mindfulness practice?  
• What advice would you give others who struggle with their own practice? 
• What do you understand mindfulness to be…? How do you describe it to others? 
(Asked to consider if participant’s had a standard view of mindfulness) 
 
Example of questions in further interviews: 
• What role do think a person’s understanding of the Buddhist principles around 
mindfulness has in terms of being able to actually practice mindfulness?  
• What impact did self- finding the course have on your motivation to attend? 
• What is your experience of practicing within a group compared to practicing 
individually? 
• How helpful is the use of technological aides (e.g. use of apps)? 
 
 
 
 
 
 
 
 
 
 
 
 
Paper 3 
Reflective paper 
 
 
A Narrative Account:  
An expose of the life and identity of  
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‘The Thesis’ 
 
 
 
 
Word Count: 2373 
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1. Introduction 
 
This paper is a reflective account of completing the thesis. Both the literature review and 
empirical paper are reflected on in terms of the process of conducting the research, analysis 
and clinical implications. Additionally the personal and professional impact are also reflected 
on. The paper has been completed from a narrative perspective, in the style of a narrative 
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interview. Narrative therapy practices externalisation through linguistic phrases, which 
enables the therapist to gain in insight into the relationship between the person and the 
‘problem’ (White and Epston, 1990). This approach was chosen as an alternate way for the 
researcher to reflect on their relationship with ‘the thesis’. 
 
2. Narrative Interview 
1) I would like to begin by asking how have you found the research? 
I would say I initially viewed it as a project, until quite near the end. It’s been a mixed 
relationship, there have been periods where it has felt quite overwhelming or I have had 
doubts in the process. I think the doubts helped me question the research processes in more 
detail and refer to others who could support me. During these periods, it was more of a 
negative relationship and I definitely viewed it as ‘the thesis’! However, as I came into the 
final stages of analysis, considered clinical implications and could relate these in services I 
am currently on placement then my thoughts and feelings changed. I became enthused about 
the clinical value of the work and recognised the work as being more than simply an 
academic project.  
 
2) How did you choose the topics for the two papers and how they are linked? 
 
Prior to starting clinical training I worked in a pain management service, delivering 
psychological interventions. As part of the training for this position I learned about the 
plethora of research which supported the use of mindfulness across a broad spectrum of 
psychological and physical conditions. I felt keen to implement these ideas around 
mindfulness into our groups for service users who experienced chronic pain. However, on 
discussion with my supervisor I came to understand that this was not a simple process and 
that it certainly would not be beneficial to do a one off session on mindfulness. During this 
discussion I recall my supervisor explaining the challenges of mindfulness. They told me that 
if basic relaxation techniques were at GCSE level, then mindfulness is A-level. I understood 
this to mean that if people were unable to grasp an awareness of physical tension or master 
diaphragmatic breathing then mindfulness was not an option. This led me to be interested in 
what difficulties are present when a person attempts to practice mindfulness. I felt a sense of 
frustration that there was a potential intervention which may be helpful for many people 
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which was not seemingly accessible. It is this which led me to the topic for paper two where I 
could gain a better understanding of the facilitating factors and barriers to practicing 
mindfulness.  
For the literature review I felt it would be pertinent to explore difficulties in continuing with 
psychological interventions post attending therapy. In particular I was keen to see if there was 
any literature relating to how service users manage following attending a group. There was 
limited research in this field, which I felt was potentially too wide a search. I was also keen to 
explore individual differences in relation to mindfulness practice. In particular I wanted to 
look at personality and its link to mindfulness. I soon became aware that this was an area 
which had a recent literature review and I would be adding little to the field by replicating it. 
It became apparent that due to the large amount of literature on mindfulness I would have to 
specify my search in more detail. Through my initial search I came across research by Beitel, 
Ferrer and Cecero, (2005), Wang (2007) and Winning and Boag, (2015) into personality, 
empathy and mindfulness. It seemed there was a potential correlation between mindfulness 
practice and the cultivation of empathy. I was interested in the looking into this further. 
The link between the papers is how individual differences may occur as barriers or 
facilitating factors to engaging in mindfulness. Research shows that personality traits impact 
on the likelihood of a person benefiting from a mindfulness practice (Gulik, 
2009).Considering the relationship between empathy, individual differences and mindfulness 
is an emerging area in the field, which the literature review contributes to through providing a 
comparison of current research.  
 
3) What difficulties did you encounter whilst working with ‘the thesis’? 
 
The main difficulty was in recruiting participants. Although ethical approval came through 
quite quickly and there was amble time to recruit, few individuals responded to the 
invitations to participate in the research. It felt a difficult balance between being proactive in 
recruiting and being cautious not to coerce individuals to take part in the research. As the 
result of this it is likely that participants who did volunteer were those who had a particular 
interest in mindfulness and potentially quite motivated to be involved in projects. This may 
have skewed data to a more positive view of mindfulness, which is an issue addressed in the 
empirical paper.  
A further consideration was that of which group of individuals would be most appropriate to 
take part in the research. Originally I had been curious to understand more about why some 
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people felt unable to practice mindfulness. Consequently, I became interested in individuals 
who had dropped out of groups or who had refused to participate in a mindfulness 
intervention. However, accessing such individuals would be challenging. Additionally there 
are few mindfulness groups within the NHS, which limited access to specific clinical 
populations. I was keen to look at a winder population of service users as a way of increasing 
the generalisability of the results.  Considering the popularity of mindfulness as an 
intervention, identifying and accessing groups did not prove easy.  
One difficulty I encountered along the journey was that of my academic supervisor leaving 
the university. Unfortunately, this supervisor had a specialist interest in grounded theory 
which limited the support I was able to receive relating to how I applied this methodology in 
my research. However, the method fitted with the research question and my own 
epistemological position so I felt it was best to continue using grounded theory for this 
research. I was aware that due to the time limitations of completing the clinical doctorate that 
it would be necessary to be informed by the grounded theory approach, as opposed to 
applying the methodology in its fullest. This contributed to me feeling doubtful at times in 
my approach.  
 
4) What strategies did you and those supporting you use to manage these difficulties? 
I found making connections with those who are helping recruit participants helpful. Regular 
contact via telephone, emails or meeting when necessary developed the relationship between 
myself and the person who was helping me recruit. It was particularly beneficial that all of 
the people involved with the research were enthusiastic and passionate about mindfulness and 
understanding how we can support others to access this type of intervention.  
In terms of managing some of my doubts I found reassurance from following the guidelines 
in Charmaz’s book on Constructing Grounded Theory (2014). Further to this I checked 
processes and codes with both academic and clinical supervisors. Additionally, the university 
provided extra support via a grounded group and one to one supervisor with academic staff 
who were familiar with grounded theory methodology.  
This felt particularly important during the analytical processes and developing codes to 
maintain the validity and reliability of the data.  Referring to other individuals may be 
considered a form of triangulation, enhancing the rigour and quality of the research 
(Golafshani, 2003).  
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5) What would you change about your work with ‘the thesis’ if you had the 
opportunity?  
 
Although many of the codes reached saturation, it would have been preferable to have a 
higher sample size to explore some of them further. That there were such differing views on 
the importance of Buddhism in relation to mindfulness was particularly interesting. Although 
researching spirituality and mindfulness is most likely a paper in itself! As mentioned in the 
empirical paper, it would be interesting to compare data with individuals who have stopped 
practicing mindfulness post training and what influenced their decisions. I feel the current 
research provides important information into how we can support individuals in maintaining 
and developing their practice. It would be beneficial to understand the experience of those 
who felt they were unable to continue practicing mindfulness post training to gain a greater 
perspective of the issue.  
It would also have been preferential to discuss the results of the data with service users to see 
what their views were in relation to the findings.  
 
6) Who are allies or supporters of ‘the thesis’?  
Without doubt the best allies were my academic and clinical supervisors, who were always 
available for discussions or able to provide advice. My academic supervisors supported me 
with their knowledge of the challenges around conducting literature reviews and the research 
process and my clinical supervisor with their understanding and insight into mindfulness. 
This gave me reassurance when I felt doubtful and helped develop my own understanding 
and knowledge in the field. Attending grounded theory groups where I could discuss these 
issues with my peers and see that they were also experiencing similar difficulties was equally 
reassuring.  
An undervalued ally at the time would be my reflective journal. Whilst I was aware that it 
was useful at the time to note thoughts or ideas, I did not fully appreciate how valuable they 
would until I reached the analysis section of my method! It was also interesting to see the 
progress of the research from the initial idea to observing how each interview and following 
reflection aided its development.  
There was also an abundance of support and enthusiasm around the research from the centre 
where I held the interviews and the organisation which I worked with to recruit participants. 
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Whilst this didn’t translate to a higher sample size it set the tone for the research. It was truly 
inspiring to meet and discuss mindfulness, whether it was with participant’s or the manager 
of the centre. Their own beliefs in making mindfulness accessible and how we can support 
others was somewhat infectious and helped keep my own enthusiasm levels high. 
 
7) How has the thesis influenced you?  
 
Completing the thesis has influenced me both personally and professionally. On a 
professional level it has given me a greater awareness of how research can impact on clinical 
and service developments. Following my research I am set to start a mindfulness group for 
staff in the service where I am currently on placement. One of the aims of this is to help 
improve team cohesion and empathy in how members of staff relate to each other. The 
literature review came in particularly useful in informing me of the best way to implement 
this type of intervention.  
The thesis also provided me with an appreciation of the dedication of others to research, from 
those individuals who are involved at multiple levels with no direct benefit to themselves. 
From an academic perspective this journey has taught me to have a greater acceptance of 
what is possible in relation to carrying out research, whether that is part of training or 
alongside a clinical job; that although it is important to strive for high levels of quality that 
there is no such things as perfection. I have also come to accept that the doubt which I 
experienced during this process was constructive in that it led me to question the process and 
seek support and advice from the appropriate sources.  
On a personal level it felt amiss not to reflect and consider my own beliefs and experiences of 
mindfulness. Initially I had felt split on my opinion, in that whilst I was interested in 
mindfulness a part of me considered it to also be something of a therapeutic phase. I was 
aware of other therapists referring to mindfulness in this way. I still feel that mindfulness may 
be more suited to particular individuals, dependent on their personality, beliefs and 
experiences. I do feel I have a greater awareness of which factors may be easier to overcome 
(such as negative beliefs about mindfulness) and which ones are more stable (such as 
personality type). As with many psychological therapies it is important to tailor them to the 
individual and not try and make the person fir the intervention. It did not feel appropriate to 
partake in a mindfulness group during the study as I felt this would cloud my interpretation of 
89 
 
the data. However, during the end stage of my thesis I did sign up a mindfulness app online 
with my partner. The programme included 20 minute sessions of mindfulness daily, which I 
can say has been met with mixed results! It helped me appreciate some of the challenges that 
participant’s described and recognise the importance of community, or at least having the 
support of another. Initially, my practice was very sporadic as I do find it difficult myself to 
make time and put my practice as a priority. However, through reflecting on positive 
experiences, integrating mindfulness into my routine, varying meditations I have been able to 
preserve and maintain a frequent practice. I hope to continue with my own mindfulness 
practice and look to take part in a course in the future. 
 
3. Further Information  
The centre where the mindfulness courses were held was also used by the Buddhist 
community. With permission of the centre and staff I took photographs of the surroundings as 
part of an images in research competition. I have included one of these photographs on the 
title page of this paper.  
The literature review and the empirical paper have been written with publication in mind. The 
intended journal is Mindfulness. Instructions to author on the format of papers submitted for 
publication are included in the appendices. The format of this paper has adhered to those set 
by the mindfulness journal, with the exception of a size 12 font for readability and the 
presentation of title pages. Title pages have been formatted to the guidelines shown in the 
Research Thesis Handbook (PSY80612), Staffordshire University.  
 
____________________________________________________ 
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EDITORIAL PROCEDURE 
 
Double-blind peer review 
This journal follows a double-blind reviewing procedure. Authors are therefore requested to submit: 
A blinded manuscript without any author names and affiliations in the text or on the title page. Self-
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Manuscript Submission 
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Online Submission 
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Authors of research and review papers, excluding editorial and book review submissions, are 
allowed to provide the names and contact information for, maximum, 4 to 6 possible reviewers of 
their paper. When uploading a paper to the Editorial Manager site, authors must provide 
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TITLE PAGE 
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Text Formatting 
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reference included in the reference list. They should not consist solely of a reference citation, 
and they should never include the bibliographic details of a reference. They should also not 
contain any figures or tables. 
 
Footnotes to the text are numbered consecutively; those to tables should be indicated by 
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Identify previously published material by giving the original source in the form of a reference citation 
at the end of the figure caption. 
 
Figure Placement and Size 
Figures should be submitted separately from the text, if possible. 
When preparing your figures, size figures to fit in the column width. 
For most journals the figures should be 39 mm, 84 mm, 129 mm, or 174 mm wide and not higher than 
234 mm. 
For books and book-sized journals, the figures should be 80 mm or 122 mm wide and not higher than 
198 mm. 
 
Permissions 
If you include figures that have already been published elsewhere, you must obtain permission from 
the copyright owner(s) for both the print and online format. Please be aware that some publishers do 
not grant electronic rights for free and that Springer will not be able to refund any costs that may have 
occurred to receive these permissions. In such cases, material from other sources should be used. 
 
Accessibility 
In order to give people of all abilities and disabilities access to the content of your figures,please make 
sure that: 
• All figures have descriptive captions (blind users could then use a text to speech software or a 
text to Braille hardware) 
• Patterns are used instead of or in addition to colors for conveying information (colorblind 
users would then be able to distinguish the visual elements) 
• Any figure lettering has a contrast ratio of at least 4.5:1 
 
 
Text and Presentations 
Submit your material in PDF format; .doc or .ppt files are not suitable for long-term viability. A 
collection of figures may also be combined in a PDF file. 
 
 
Collecting Multiple Files 
It is possible to collect multiple files in a .zip or .gz file. 
 
Numbering 
If supplying any supplementary material, the text must make specific mention of the material as a 
citation, similar to that of figures and tables. Refer to the supplementary files as “Online Resource”, 
e.g., "... as shown in the animation (Online Resource 3)", “... additional data are given in Online 
Resource 4”. 
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Name the files consecutively, e.g. “ESM_3.mpg”, “ESM_4.pdf”. 
 
Captions 
For each supplementary material, please supply a concise caption describing the content of the file. 
 
Processing of supplementary files 
Electronic supplementary material will be published as received from the author without any 
conversion, editing, or reformatting. 
 
 
INTEGRITY OF RESEARCH AND REPORTING 
 
Ethical standards 
Manuscripts submitted for publication must contain a statement to the effect that all human and 
animal studies have been approved by the appropriate ethics committee and have therefore 
been performed in accordance with the ethical standards laid down in the 1964 Declaration of 
Helsinki and its later amendments. 
 
It should also be stated clearly in the text that all persons gave their informed consent prior to their 
inclusion in the study. Details that might disclose the identity of the subjects under study should be 
omitted. 
 
These statements should be added in a separate section before the reference list. If these statements 
are not applicable, authors should state: The manuscript does not contain clinical studies or patient 
data. 
The editors reserve the right to reject manuscripts that do not comply with the abovementioned 
requirements. The author will be held responsible for false statements or failure to fulfill the 
abovementioned requirements 
 
Conflict of interest 
Authors must indicate whether or not they have a financial relationship with the organization that 
sponsored the research. This note should be added in a separate section before the reference list. 
 
If no conflict exists, authors should state: The authors declare that they have no conflict of interest. 
 
ETHICAL RESPONSIBILITIES OF AUTHORS 
 
This journal is committed to upholding the integrity of the scientific record. As a member of the 
Committee on Publication Ethics (COPE) the journal will follow the COPE guidelines on how to 
deal with potential acts of misconduct. 
 
Authors should refrain from misrepresenting research results which could damage the trust in 
the journal, the professionalism of scientific authorship, and ultimately the entire scientific endeavour. 
Maintaining integrity of the research and its presentation can be achieved by following the rules of 
good scientific practice, which include: 
 
The manuscript has not been submitted to more than one journal for simultaneous consideration. 
 
The manuscript has not been published previously (partly or in full), unless the new work concerns an 
expansion of previous work (please provide transparency on the reuse of material to avoid the hint of 
text recycling (“selfplagiarism”)). 
A single study is not split up into several parts to increase the quantity of submissions and submitted 
to various journals or to one journal over time (e.g. “salamipublishing”). 
 
No data have been fabricated or manipulated (including images) to support your conclusions 
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No data, text, or theories by others are presented as if they were the author’s own (“plagiarism”). 
Proper acknowledgements to other works must be given (this includes material that is closely copied 
(near verbatim), summarized and/or paraphrased), quotation marks are used for verbatim copying of 
material, and permissions are secured for material that is copyrighted. 
 
Important note: the journal may use software to screen for plagiarism. 
 
Consent to submit has been received explicitly from all coauthors, 
as well as from the responsible authorities tacitly or explicitly at the institute/organization where the 
work has been carried out, before the work is submitted. 
Authors whose names appear on the submission have contributed sufficiently to the scientific work 
and therefore share collective responsibility and accountability for the results. 
 
In addition: 
Changes of authorship or in the order of authors are not accepted after acceptance of a manuscript. 
Requesting to add or delete authors at revision stage, proof stage, or after publication is a serious 
matter and may be considered when justifiably warranted. 
Justification for changes in authorship must be compelling and may be considered only after receipt of 
written approval from all authors and a convincing, detailed explanation about the role/deletion of the 
new/deleted author. In case of changes at 
revision stage, a letter must accompany the revised manuscript. In case of changes after acceptance or 
publication, the request and documentation must be sent via the Publisher to the Editor in Chief. 
 
In all cases, further documentation may be required to support your request. The decision on 
accepting the change rests with the Editor in Chief of the journal and may be turned down. Therefore 
authors are strongly advised to ensure the correct author group, corresponding author, and order of 
authors at submission. 
Upon request authors should be prepared to send relevant documentation or data in order to verify the 
validity of the results. This could be in the form of raw data, samples, records, etc. 
 
If there is a suspicion of misconduct, the journal will carry out an investigation following the 
COPE guidelines. If, after investigation, the allegation seems to raise valid concerns, the accused 
author will be contacted and given an opportunity to address the issue. If misconduct has been 
established beyond reasonable doubt, this may result in the Editor in Chief’s implementation of the 
following measures, including, but not limited to: 
• If the article is still under consideration, it may be rejected and returned to the author. 
• If the article has already been published online, depending on the nature and severity of the 
infraction, either an erratum will be placed with the article or in severe cases complete 
retraction of the article will occur. The reason must be given in the published erratum or 
retraction note. 
• The author’s institution may be informed. 
 
COMPLIANCE WITH ETHICAL STANDARDS 
To ensure objectivity and transparency in research and to ensure that accepted principles of ethical 
and professional conduct have been followed, authors should include information regarding sources of 
funding, potential conflicts of interest (financial or nonfinancial), informed 
consent if the research involved human participants, and a statement on welfare of animals if the 
research involved animals. 
 
Authors should include the following statements (if applicable) in a separate section entitled 
“Compliance with Ethical Standards” when submitting a paper: 
 
• Disclosure of potential conflicts of interest 
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Research involving Human Participants and/or Animals 
Informed consent 
Please note that standards could vary slightly per journal dependent on their peer review policies (i.e. 
single or double blind peer review) as well as per journal subject discipline. 
Before submitting your article check the instructions following this section carefully. 
The corresponding author should be prepared to collect documentation of compliance with ethical 
standards and send if requested during peer review or after publication. 
The Editors reserve the right to reject manuscripts that do not comply with the abovementioned 
guidelines. The author will be held responsible for false statements or failure to 
fulfill the abovementioned guidelines. 
 
DISCLOSURE OF POTENTIAL CONFLICTS OF INTEREST 
Authors must disclose all relationships or interests that could influence or bias the work. 
Although an author may not feel there are conflicts, disclosure of relationships and interests affords a 
more transparent process, leading to an accurate and objective assessment of the work. Awareness of 
real or perceived conflicts of interests is a perspective to which the readers are entitled and is not 
meant to imply that a financial relationship with an organization that sponsored the research or 
compensation for consultancy work is inappropriate. Examples of potential conflicts of interests that 
are directly or indirectly related to the research may include but are not limited to the following: 
• Research grants from funding agencies (please give the research funder and the grant number) 
• Honoraria for speaking at symposia 
• Financial support for attending symposia 
• Financial support for educational programs 
• Employment or consultation 
• Support from a project sponsor 
• Position on advisory board or board of directors or other type of management relationships 
• Multiple affiliations 
• Financial relationships, for example equity ownership or investment interest 
• Intellectual property rights (e.g. patents, copyrights and royalties from such rights) 
• Holdings of spouse and/or children that may have financial interest in the work 
 
In addition, interests that go beyond financial interests and compensation (nonfinancial 
interests) that may be important to readers should be disclosed. These may include but are not limited 
to personal relationships or competing interests directly or indirectly tied to this research, or 
professional interests or personal beliefs that may influence your research. 
The corresponding author collects the conflict of interest disclosure forms from all authors. In author 
collaborations where formal agreements for representation allow it, it is sufficient for the 
corresponding author to sign the disclosure form on behalf of all authors. Examples of forms can be 
found here: 
4/25/2016 Mindfulness incl. option to publish open access 
http://www.springer.com/psychology/cognitive+psychology/journal/12671?print_view=true&detailsP
age=pltci_2554128 13/16 
 
The corresponding author will include a summary statement on the title page that is separate from 
their manuscript, that reflects what is recorded in the potential conflict of interest disclosure form(s). 
 
See below examples of disclosures: 
Funding: This study was funded by X (grant number X). 
Conflict of Interest: Author A has received research grants from Company A. Author B has received a 
speaker honorarium from Company X and owns stock in Company Y. Author C is a member of 
committee Z. 
If no conflict exists, the authors should state: 
Conflict of Interest: The authors declare that they have no conflict of interest. 
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RESEARCH INVOLVING HUMAN PARTICIPANTS AND/OR ANIMALS 
 
1) Statement of human rights 
When reporting studies that involve human participants, authors should include a statement that the 
studies have been approved by the appropriate institutional and/or national research ethics committee 
and have been performed in accordance with the ethical standards as laid down in the 1964 
Declaration of Helsinki and its later amendments or comparable ethical standards. 
If doubt exists whether the research was conducted in accordance with the 1964 Helsinki 
Declaration or comparable standards, the authors must explain the reasons for their approach, and 
demonstrate that the independent ethics committee or institutional review board explicitly approved 
the doubtful aspects of the study. The following statements should be included in the text before the 
References section: 
Ethical approval: “All procedures performed in studies involving human participants were in 
accordance with the ethical standards of the institutional and/or national research committee and with 
the 1964 Helsinki declaration and its later amendments or comparable ethical standards.” 
For retrospective studies, please add the following sentence: 
“For this type of study formal consent is not required.” 
 
 
INFORMED CONSENT 
All individuals have individual rights that are not to be infringed. Individual participants in studies 
have, for example, the right to decide what happens to the (identifiable) personal data gathered, to 
what they have said during a study or an interview, as well as to any photograph that was taken. 
Hence it is important that all participants gave their informed consent in writing prior to inclusion in 
the study. Identifying details (names, dates of birth, identity numbers and other information) of the 
participants that were studied should not be published in written descriptions, photographs, and 
genetic profiles unless the information is essential for scientific purposes and the participant (or parent 
or guardian if the participant is incapable) gave written informed consent for publication. Complete 
anonymity is difficult to achieve in some cases, and informed consent should be obtained if there is 
any doubt. For example, masking the eye region in photographs of participants is inadequate 
protection of anonymity. If identifying characteristics are altered to protect anonymity, such as in 
genetic profiles, authors should provide assurance that alterations do not distort scientific meaning. 
 
The following statement should be included: 
Informed consent: “Informed consent was obtained from all individual participants included in the 
study.” 
 
If identifying information about participants is available in the article, the following statement 
should be included: 
 
“Additional informed consent was obtained from all individual participants for whom identifying 
information is included in this article.” 
 
